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January 1, 2020
To the Governor and Members of the General Assembly:

Encl osed please find a copy of the Offi clkeeGovernar he |
and General Assempl

As | submitthisreport, | am disheartened that many of the problems | identify here have been identified before,
both by me and my predecessorecently reviewed a 2004 arti¢lehich addressed the same child welfare
issues | highlight in this reypt i

9 Children killed after DCFS left them with abusive parents or their partners

1 Children taken from their parents to sleep on the floors in DCFS dffices

9 Children kept beyond medical necessity in psychiatric hospitBlen earlier, in 1996, a negtec
petition was filed against DCFS for leaving children in psych hospitals when they were ready for
discharge)

1 Lack of foster homes and services for children and families whose first language is not'English

1 Investigators wh take shortcuts that lead tagedy.

We, lllinois, must do betterWe need to do more to support families early on, before they get into deep
trouble. But when families are broken, we need to act decisively to protect childréfY 2019, the DCFS

OIG investigated 123 cases wheax child died, although DCFS had contact with the family in the preceding
year. This number should be unacceptable to every citifaren one child who dies unnecessarily is one too
many.

Our child welfare system must begin to analyze familigstadity and in context, not focusing narrowly on the
facts in the most recent hotline repofthe death of AJ Freund, like the death of Joseph Wallace which led to
the creation of the OIG, isemke mat i ¢ of DCFSO&6s f ai |l ur econsiderthecentike b ey

history of the family.l n Wal | ace, investigators ignored the mot
mental illness.In Freund, investigators ignored the pates 6 | ong hi st ory of addi
relapse,ad t he parentsé isolation of the c hikelFebungand f r or

many other cases, the cases in the appendix highlight opportunities DCFS missed thestreiaiple
families. The 123 death cases also demonstratewvttien families are too broken to quickly reppmtecting
children must be DCFS6s first priority.

State of the art safety assessments, training focused on lapses identified in this report, strong support anc
supervision of frontline workers, and maeable caseloads are k&9gngoing,experientialiraining will ensure

DCFS correctly makes the two, masitical decisions in the life of a cagé) Is the home safe? (2) Is it safe to

return the children to their parent&® Governor Pritzker has reatiged, DCFS must maintain frontline staffing

levels which permit sound training of new and existing waskers and investigators, and caseloads which
allow supervisors to ensure workers make critical decisions to keep children safe.

That said, no sgle policy change will hit every target needed to reduce the number of children suffering abuse
and negtct, or improve the livesandwdlle i ng of t hose who causpadkagebfe ab
the right policiesmight.

1Cut Short,The Chicago Reporter, by Sarah Karp, June 2004.

2DCFS Vows to End Office Sleepovethicago Tribune, by Rob Karwath, June 1993

3Inre M.K., 384 Ill. App. 3d 44915 Dist. 1996).

4 Seel977 Burgos Consent Decree dd@FS May Be Back in Court Over Spanish Servi@scago Tribune, by Rob
Karwath, September 1992.



https://www.rand.org/pubs/research_briefs/RB9949-1.html
https://www.rand.org/pubs/research_briefs/RB9949-1.html
https://www.rand.org/pubs/research_briefs/RB9949-1.html
https://www.rand.org/pubs/research_briefs/RB9949-1.html
https://casetext.com/case/in-re-mk-5
https://casetext.com/case/in-re-mk-5

This office reviewed over 375 complaints this year,@h@ found that many families in crisis do not have only

one concerning issue. This one issue may have brought them to the attention of DCFS, hdthaaeznse
assessments it is clear other issues are contributing factors in the family crisis.inTdrg factors we have
observed this year, not surprisingly, are substance abuse, domestic violence, behavioral health, paramou
involvement, inadequatsousing, poverty, chronic neglect, excessive physical discipline and prior involvement
with DCFS.

Although this office was created to examine our failiragg] this office was born out of tragedy, we are the
response to a cry for oversight and improvenwdrihe child welfare system, aifitds with the hope of a better

future that it enduresBy reviewinghundreds of confidential records from cases all over the State, we have a
uni que vantage point to act as tsloktheGengral Asseanbly\whe ar s
are charged with providing oversight and fundingto DCER t 6 s inue@nhakirg the $ame mistakes which

led to the deaths of Joseph Wallace, AJ Freund and so many other childrenin lllineis 6 s use what

to decrease the number of unnecessary deaths of lllinois children in the coming year.

It remains an honao serve as your Inspector General, and | am grateful for the leadership and dedication of
those working to improve the welfare of children and faamsili

Meryl Paniak
Acting, Inspector General

MONDAY
MAY 3, 1993
‘THE STATE
JOURNAL-REGISTER
‘. _ SPRINGFIELD. ILLINOIS
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INTRODUCTION

The Office of the Inspector @eral of the
Department of Children and Family Services was
created by unanimous vote of the lllinois General
Assembly in June 1993 to reform and strengthen
the child welfare system. The mandate of the
Office of the InspectoGeneralis to investigate
misoonduct, misfeasance, malfeasance, and
violations of rules, procedures, or laws by
Department of Children and Family Services
(DCFS) employees, foster parents, service
providers and contractors with tii¥epartment.
See20 ILCS 505/35.5 35.7. To that endhis
Office conducts investigations and makes
recommendations to protect children, uncover
wrongdoing, improve practice, and increase
professionalism within the Department.

INVESTIGATION CATEGORIES
Death and Serious Injury Investigations

The Office @ the Inspector General investigates
deaths and serious injuries of lllinois children
whose families were involved in the child welfare
system within the preceding 12 months. The
Inspector General isnaex officiomember of the
Child Death Review Team Egetive Council.
The Inspector General receives notification from
the lllinois State Central Register (SCR) of all
child deaths and serious physical injuries where
the child was a youth in care, the fgnis the
subject of an open investigation or serviase,

or the family was the subject of a previous
investigation or closed case within the preceding
12 months. The natification of a child death or
serious injury generates raview in which the
Critical Event FRport and other reports are
reviewed,and @mputer databases are searched.
When further investigation is warranted, records
are impounded, subpoenaed or requested and a
review is completed. When necessary, a full
investigation, including interews, is conducted.
The l nspector Ratedeand | 6
maintains a database of child death statistics and

critical information related to child deaths in
lllinois. The following chart summarizes the
death cases reviewed in FY 201

FY 19CHILD DEATH CASESREVIEWED

CHILD DEATHS IN FY 19 MEETING 123
THE CRITERIA FOR REVIE W
INVESTIGATORY REVIEW S OF 110
RECORDS

FULL INVESTIGATIONS 13

Summaries of death investigations, with a full
investigative report submitted to the Director, are
included in thelnvestigations Section of this
Report on pagé. A summary of all child deaths
reviewed by the Officefahe Inspector General
in FY 19 beghson pages2 of this Report.

General Investigations

The Office of the Inspector General responds to
and investigates complaints filed by the state and
local judiciary, Departmenand Private Agency
employees, foster parents, biological parents and
the general public. Investigations yield both
casespecific ~ recommendations, including
disciplinary recommendations, and
recommendations for systemic changes within

the child welfare system.
Office  monitors compliance  with  all
recommadations.

Child Welfare Employee Licensure Investigations

In 2000, the General Assembly mandated that the
Department of Children and Family Services
institute asystem for licensing direct service
child welfare employees. The Child Welfare
Employee License (CWEL) permits centralized
rsnonitgi]ngf olf aél persops providing direct child
welfare services, wWhether they are employed with
the Department or a private aggnc The
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employee licensing system seeks to maintain
accountability, integrity anchonesty of those
entrusted with the care of vulnerable children and
families.

A child welfare employee license is required for
both Department and private agency
investicative, child welfare and licensing workers
and supervisors. The Department, tigio the
Office of Employee Licensure, administers and
issues Child Welfare Employee Licenses.

A committee composed of representatives of the
Office of the Inspector Generathe Child
Welfare Employee Licensure Board and the
Department os
screens referrals for CWEL Investigations. The
committee reviews complaints to determine
whether the allegations meet one or more grounds
for licensure action aslefined in Department
Rule 412.50 (89 Ill. Adm. Code 412.50). The
Inspector Gemal investigates and prosecutes
CWEL complaints and hearings.

When a CWEL Investigation is completed, the
Office of the Inspector General, as the

Depart ment 0 deteenmesevisethert a ¢ohdlicted 8,452 searches

the findings of the investigation support possible
licensure action.Such #egations that could
support licensure action dglude conviction for
specified criminal acts, indicated findings of
child abuse or neglecpr egregious actghat
demonstrate incompetence or a pattern of
deviation from a minimum standard of child
welfare practice. Department Rule 412.50 (89 IlI.
Adm. Code 412.50) specifies the grounds for
licensure action. When licensure action is
appropriate, the licensee igrovided an
opportunity for a hearing. An Administrative
Law Judge presides over the hearing and reports
findings and recommendations to the I@hi
Welfare Employee Licensure Board. The CWEL
Board makes the final decision regarding
licensure action.

In FY 2019, 24 cases were referretb the
Inspector General for Child Welfare Employee
License investigations.Detailed information
regarding theCWEL licensure actions can be
found on pag@57 of this Report.

Odle f Licansure o f

FY 19 CWEL INVESTIGATION DISPOSITIONS

NEW CWEL INVESTIGATIONS 24
CLOSED'NO CHARGES 3
MONITORING 12

PENDING INVESTIGATIONS 4
CHARGES ISSUED 5
LICENSEREVOCATION 2
LICENSE RELINQUISHED 2
PENDING ADMINISTRATIVE HEARING 1

Criminal Background Investigations and Law
Enforcementiaison

ThEeMPliYspector Gener al
technical assistance to the Department and
private agencies irperforming and assessing
criminal history checks. In FYd, the Inspear
Gener al Guswe@d427 case request
for criminal backgroundnformation from the
Law Enforcement Agencies Data System
(LEADS). Each case may involve multiple law
enforcemendatabase searches and may involve
requests omultiple personsFor the3,427cases
opened irFY 19, the Inspector&ner al 0 s
for  criminal
background information.

In addition, in the course of an investigation, if
eviderce indicates that a criminal act may have
been committed, the Inspector General may
notify the lllinois State Police. fie Office may
alsoinvedigate the alleged act for administrative
action only.

The Office of the Inspector General assists law
enforcanent agencies with gathering necessary
documents. If law enforcement electptosue a
criminal investigaion and requests that the
administative investigation be put on hold, the
Office of the Inspector General will retain the
case on monitor status.If law enforcement
declines to prosecute, the Inspector General will
determine whether further investigation or
administrative action is approgte.

INTRODUCTION
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Referrals from the Office of the Executive
Inspector General for the Agencies of the lllinois
Governor

In FY 19, the Office of the Inspector General
received76 referrals for investigation from the
Office of the Executive Inspector General for the
Agencies of the lllinois Governofter initial
review, a referral may be closed, opened for
further investigéion, or transferred for further
review by Department management, Office of
Affirmative Action, Labor Relations, or the
Advocacy Office.

INVESTIGATIVE PROCESS

The Oof fice of t he [
investigative process begins with a Request for
Investigation notification by the State Central
Regi ster of a chil,dr@s
referral for a Child Welfare Employee License
invedigation. Investigations may also be
initiated when the Inspector General learns of a
pending criminalor child abuse investigation
against a child welfare employee.

In FY 2019 the Office of thdnspector General
received 3,758 Requests for Investigan or
technical assistanéeRequests for Investigation
and notices of deaths or serious imggrare
screened to determine whether the facts suggest
possible misconduct by a foster parent,
Department employee, or private agency
employee, or a need foystemic change. If an
allegation is accepted for investigation, the

I nspector
and interview relevant witnesses. The Inspector
General reports to the Director of the Department
and to the Governor with recommendatidos
discipline, systemic change, or sanctions against
private agencies. The Office of the Inspector
Gereral monitors the implementation of accepted
recommendations.

The Office of the Inspector General majso
work directly with a private agency ang thoard

SThis includes requests for investigation, notice of
child deaths and serious injuries, notification of arrests
or pendng abuse investigations, and requests for
technical assistance and information.

deat h

of directors to ensure implementation when
recommendations pertain to a private agency. In
rare circumstances, when the allegations are
serious enough to present a risk to children, the
|l nspector Gener al may
intake for newcases be put on temporary hold, or
that an employee be placed on desk duty pending
the outcome of thenvestigation.

The Office of the Inspector General is mandated
by statute to be separate from thgerations of
the Department. Inspector General filase not
accessible to the Department. The investigations,
investigative reports and recommendations ar
prepared without editorial input from either the
Department or any private agency. Once a Report

s cgneletad ahe Inspe&ctonGemerallwidl sonsider

comments received and the Report may be
revised accordingly.

or serious injury
If a complaint is not appropriate for full
investigation by the Office of the Inspector
General, the Inspector General may refer the
complaint to law enforcement (if criminal acts
appear to have den committed), to the
Department 6s Advocacy
Families, or to other state reguet agencies,
such as the Department of Financial and
Professional Regulation.

Administrative Rules
Rules of the Office of the Inspector General are

published in the lllinois Register at 89 Ill. Admin.
Code 430. The Rules govern intake and

Ge n e riaM récerds Of finvestggatioms of lcomplanis from the general

public, child deaths or serious injuries and
allegations of misconduct. Rules pertaining to
employee licensure actioare found at 89 Il
Admin. Code 412.

Confidentiality
A complainant to the Office of then$pector

General, or anyone providing information, may
request that their identity be kept confidential. To

INTRODUCTION

requ

Oof f i



protect the confidentiality of the complainant, the
Inspector General will attempt to procure
evidence through other means, whenever
possible. Atlhe same time, an accused employee
needs to have sufficient information to enable
that employee to present a defense. The Inspector
General and the Department areandated to
ensure that no one will be retaliated against for
making a good faith complaintr oproviding
information in good faith to the Inspector
General.

Reports issued by the Office of the Inspector
General contain information that is confidential
purauant to both state and federal wAs such,
Inspector General Reports are not subjet¢héo
Freedom of Information Act. Annually, the
Office of the Inspector General prepares several
reports deleting confidential information for use
as teaching toolsfor private agency and
Department employees.

Impounding

The Office of the Inspector Gerad is charged
with investigating misconducfin a manner
designed to ensure the preservation of evidence
for possible use in a criminal prosecutim20
ILCS 505/%.5(b). In order to conduct thorough
investigations, while at the same time ensuring
the irtegrity of records, investigators may
impound files by immediately securingand
retrieving original records. When files are
impounded, a receipt for impoundedefilis left
with the office or agency from which the files are
retrieved. Ciritical informatio necessary for
ongoing service provision may be copied during
the impound in the presence of the Inspector
General investigator. Impounded files are
returned as s as practicable. However, in
death investigations, the Office of the Inspector
General fowards original files to the
Department 6s Office of
that the Department maintains a central file.

REPORTS

Inspector General Reports angbmitted to the
Director of DCFS. Specific reports are also
shared with the Governor. Andpector General
Report contains a summary of the complaint, a

historical perspective on the case, including a
case history, and detailed information about prior
DCFS or private agency contact(s) with the
family. Reports also include an analysis of the
findings, along with recommendations.

The Office of the Inspector General uses some
reports as training tools to provide a venue for
ethical discussion on individuadnd systemic
problems in child welfare practice. The reports
are redacted to ensure confidentiality and then
distributed to théepartment or private agencies
as a resource for child welfare professionals.
Redacted reports are available on the Office of
the Inspector General website loy calling the
Office of the Inspector General §812) 433
3000.

Recommendations

The InspectoGeneral may recommend systemic

reform or case specific interventions in the

investigative reports. Systemic recommendations
are designed to strengthen the child welfare
system to better serve children and families.

Ideally, discipline should have ancatintability
component as well as a constructive or didactic
one. It should educate an employee on matters
related to his/her misconduct while also
functioning to hold employees responsible for
their conduct. Without the accountability
component, there ifittle to deter misconduct.
Without the didactic component, an employee
may conclude that s/he has simply violated an
arbitray rule with no rationale behind it.

The Inspector General presents recommendations
for discipline to the Director of the Deparent
and, if applicable, to the director and board of the
involved private agency. Recommendations for
discipline are subject to due process

recuie@dnts. Sreadditiong teesinspeator Genesall r e

will determine whether the facts suggest a
systemic problem or raisolated instance of
misconduct or bad practice. If the facts suggest a
systemic problem, the I
may investigate further to determine appropriate
recommendations for systemic reform.

INTRODUCTION



When recommendations concern a private
agency appropriate sections of the report are
submitted to the agency director and the board of
directors of that agency. The aggmaeay submit

a response. In addition, the board and agency
director are given an opportunity to meet with the
Inspector Generako discuss the report and
recommendations.

Complaints about private agencies or
contractors;

Child Abuse Hotline information;
Child support information;

Foster parent board payments;

Youth in College Fund payments;
Problems accessing medical cards;
Licensing questions;

Ethics questions; and

In this Annual Report, systemic reform General questions about DCFS and the
recommendations are organized into a fortnat Office of the Inspector General.
allows analysis of recommendations according to

DD > D

the function within the child welfare system that The Officeofhe | nspector Gener al
the recommendation is dgsied to strengthen. an effective tool that enables the Inspector
The I nspector Gener al 6 sGemefaftcommunicate with coaceraed persang, f i c e

in relation to the child welfare system. Rather respond to the needs of lllinois children, and
than addess problems in isolation, the Inspector  address dayo-day problems related to the

Gener al 6s Oof fice v i e w slelivery tofschild walfare aetviees. Tayghone
strengthening the ability of the Department and number for the Office of the Inspector General
private agencies to perform their duties. Hotline is(800) 7229124

The Office of the Inspector General monitors  The following chart summarizes the Office of the
implementation of recommendations madé¢he I nspect or péheercecalladedkiged in e s
Director of DCFS and private agencies. FY 19:

Monitoring may take several forms. The Office

of the Inspector General will mooit to ensure CALLS TO THE INSPECTOR GENERAL
that Department or private agency staff HOTLINE IN FY 19

implement the recommendations made. The

Inspector General may consult kit the INFORMATION AND REF ERRAL 721
Department or private agency to assist in the REFERRED TO SCR HOTLINE 82

implementation process. The Inspector General
may also develop acceptedagh initiatives for
future integration into the Department.

REQUEST FOR OIG INVE STIGATION 127
ToTAL CALLS 930

ADDITIONAL RESPONSIBILITIES
Office of the Inspector General Hioe

Pursuant to statute, the Office of the Inspector
General operates a statewide,-fodle telephone
number for public accessFoster parents,
guardianad litem judges and others involved in
the child welfare system have called the hotline
to requesassistance in addressing the following
concerns:

A Complaints regarding DCFS
caseworkers and/or supervisors ranging
from breachesf confidentiality to
failure of duty;

INTRODUCTION






| NVESTIGATIONS

This annual report covers the time period frémty 1, 208 to June 30, 20 The Investigations section
has three parts. Part | includes sumemof child death and serious injury investigations reported to the
Department Director. Part Il contains aggate data and case summaries of child deaths in families who
were involved with the Department in the preceding 12 months. Part Ill containalgiewestigation
summaries conducted in response to complaints filed by the state and local judiciarypdostes,
biological parents and the general public.

Investigation summaries contain sections detailing the allegation, investigation, Ins@ecteral
recommendations and the Department response. I n
sectonokach case, I nspector Gener al recommegtodtet i ons
recommendations follow.

PART |: DEATH AND SERIOUSINJURY INVESTIGATIONS

DEATH AND SERIOUS INJURY INVESTIGATION 1

ALLEGATION A threeyearold child died from cold exposure due to environmental neglect in
mot herds home. The child had been r
her death and thegitement case was closed two months after she was returned home.

INVESTIGATION The childbés mother and her boyfri
substantial risk of physical injury/environment injurious when the child was
yearold. In both investig@ons, investigators instructed the mother and baytftie clean the home and t
complied. The reports were unfounded. Intact family services were offered but the mother refused.

A year later, the mother and her paramour were indicated for cutsaweltsuises and environmental neg
to the then tweyearold child and herongearo | d si bl ing. The child wa
sibling was placed with a maternal rel at i ome,th
child and sibling were taken into custody gidced together with a relative. A private agency was ass
the placement case. At the case handoff meeting it was noted that it was not known who had inf
physical abuse and there were cams about the father and his girlfriend as thergrfl had her ow
involvement with DCFS. The mother and her boyfriend were not interviewed as part of the in
assessment (IA) process because of a pending criminal investigation. The serwreeedations focused
the environmental neglect. Thather and paramour participated in services.

The mother and her boyfriend were cooperative with parenting classes, substance abuse and me
assessments, and supervised visits. The fathensiagssessed for services but did attend weekly gispd
visits with the child. Whilghe child protection investigator identified the injuries to the child as abusiv
recommended services did not address abuse. The services offered were midigereric. Within thre
months of case opening, thenker recommended return home because the mother and her boyfriend co
parenting classes and assessments based mainly eepeted information. The father was not offe
services for several omths and his livén girlfriend was not included atla

DEATH AND SERIOUS INJURY INVESTIGATIONS



Three months later, at the dispositional hearing the caseworker testified that the parents were coopef
services and the children could return home. The judge ordered the chiddmadavards of the statieut that
the children should be tt'ned home. The ongearold was returned home to his mother and her boyfi
(the oneyearo | d 6 s f at h eyeapjold was ¢placedhwich hervather and his girlfriend. Following
children beng returned to their parents, the agency remainedvedavith the family for a six month after c3

period. Shortly after the return to parents a new caseworker was assigned to the case.

The father and his girlfriend, to whom the deceased child hexdrie¢urned, had three unfounded investiga
afterreports of domestic violence in the year prior. When the child was placed with her father, the co
a pending investigation for inadequate supervision after reports of leaving the childremdlenbdme. Th
report was unfounded shortly after glacement as the investigator determined the couple was just out

home, fixing the family car, while an adult cousin was inside the home with the children. When anoth
was called into tl hotline two months later, alleging bruises to thidckhe private agency moved the ¢

from the home of her father to a traditional foster home. The investigation was later unfounded as n
were found. Another report was called into thdihetthe following month alleging domestic violencevieeen
the father and his girlfriend. It was later unfounded. A child protection investigator told Inspector (¢
investigators that she advocated for the father to receive anger management and diofease services fa
the couple butwastoldthath o s e servi ces were not identified
was not part of the placement case. The father was allowed supervised visits with the child, but acd
the private agency, the father cancelled many of ties\after the child was returned to the mother.

About a month after the child was moved to a
hearing was held. The worker submitted a refmothe court noting that the mother and paramour had com
services and were doing well. The repecommended that because of the investigations pending on th
and his girlfriend the child be returned home to the mother citing no concesaietyfin her home. The age
also requested a hearing to be set for case closure two months k&arourt made a finding that it was in
best interest of the child to be returned ther
and the motherds boyfriend). Two days b e friskrard
inadequate supervision to the younger sibling by the mother and her boyfriend had been initiated
mandated reporter stated thatth@et her 6 s boyfri end had been arr
were not caring for the baligr almostanhour while the altercation took place; and the baby was in a s
near the fight. The parents denied problems, the baby was observeddoing well and responding to
parents. The investigator spoke with the caseworker who reparteahcerns and stated that another child
likely returning home soon. The investigation was not mentioned in court.

While that investigation wagending, another child protection investigation for environmental neglect (
mother was initiated &dr reports of a bad diaper rash on the-ywarold child who had recently been return
home to the mother. The investigation was unfounded aftasitdetermined that the rash was healing andg
started before the chited was returned to the

Within two months of being returned home to the mother, the private agency case was closedmmbingh;
after care period applied from the tirtiee child was returned to the father. One month after case closy
early intervention services pralér called the hotline to report that the family had withdrawn from ser
The hotline classified the c adudetharswadmtenodgh infercha
for an investigation of child abuse or neglect. No further actias taken.

Inspector General investigators found that the assessment of the parent interaction was mainly bas
supervised by case aidesavhad consistent contact with the parents and children and observed th
environments on a regulaa$is. The four assigned case aides told Inspector General investigators th
assigned to cases they do not always know the reason for case (methmg_;ircumstances of the family.

DEATH AND SERIOUS INJURY INVESTIGATIONS



case aide supervisor reported that she encodicgeworkers tehare information with case aides, but no'l
of them do so. Case aides are not included in any critical decisions or any Child and Family Teags
They are only required to document the visits that they supervise.

Five months after being retumh@ome, the almost thrgearold child was found cold and unresponsive in
mot her &8s home. The mother r epor tradied umom spacd heaterst 9
reported using two space heaters, one in her bedroom where she $i¢m@ryeiramour and their twearold
son and another in the deceased childds room.
hercaught er6s room to use in her -yearaddnohild wetghed dnlg 2
pounds and had a core body temperature that was too low to register. A scene investigation revealé
home was dirty and littered with garbage. Bhet opsy det er mi ned t he <cau
to environment al of elepth was hotniciden d t he manner

murder, felony endangeg the life and health of a child, and misdemeanor endangering the life and h

The mother pleaded guilty to murder and was sentenced to 20 years. The boyfriend has been ch
a child. 1

OIG RECOMMENDATIONS / 1. For Integrated Assessments in cases with pending crimin
DEPARTMENT RESPONSES investigations, Integrated Assessment interviews with paren
should still be conducted to gathe basic family information
without compromising the criminal investigation.

The Department agrees. The only exception will be when parents reftmepiratepr an attorney inform
the caseworker or the Integrated Assessment program that an intshdedd not take place. When
interview does not occur with a parent then Integrated Assessment will review current records and in
information as to whyio interview took place and the information that was available.

2. This report should be slred with the involved private agency to address the following:

a) Supervisors and caseworkers should be-teained to use evidencebased interventions to targée
service needs in abuse cases;

b) Case aides should have full information as to the reason a placement case was opened to ef
them to identify issues that may arise during visits;

c) Casework staff should be rerained on the requirements and immrtance of conducting Child
and Family Team Meetings;

d) Observations of the family by case aides should be incorporated into the Child and Fam]
Team Meetings and other critical case decisions.

The Inspector General shared the report with the pragémcy. The Inspector General will meet with
agencyds administrators and a member of the H
made in the report.

A Department consulting psychologist will provide training to the privata@gd he Department will instru
the private agency that all referrals for case aide assistance must include the reason for involvement
the case aide in visits. The casework staff will be trained and reminded of the importance of Childign
Team Meetings and that the meeting discussions should incorporate the observations of the cas
recorded information regarding visits

DEATH AND SERIOUS INJURY INVESTIGATIONS



3. The State Central Register (SCR) call operators should be further trained on other options a
resources available when a hotline call does not rise tthe level of initiating a child protection
investigation, such as Child Welfare Services referrals and police wdlking checks.

There will be revisions to handling of hotline calls and other optiondadl&j based on implementation
HB1551, effective dnuary 1, 2020. Call floor workers will be further trained as changes are implemen

4. Consistent with Public Act 1010237 that amends the Abused and Neglected Reporting Act, and
effective Jaruary 1, 2020, when a report is made by a mandated repter and there is a prior indicated
report or a prior open service case involving any member of the household, the Department must,
minimum, accept the report as a child welfare services referral.

The Department agrees to incorporate Public Aguirements.

5. All placement supervisors and caseworkers must be trained on Policy Guide 2019.04, Requirem
for Reunification and After Care Services.

The Department agrees. Amended Policyd8#019.04 isvill be obsolete in the near future. A new pol
guide is being issued to include language contained in HB1551. Caseworkers will be retrained local
language in the new policy guide beirderased.

6. Policy Guide 2019.04, Requiremnts for Reunification and After Care Services, should be shared wi
juvenile court personnel.

The Department agrees. The Policy Guide was shared and discussed with juvenile court personnel.
Policy Gude will be shared as well.
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DEATH AND SERIOUS INJURY INVESTIGATION 2

ALLEGATION A four-yearold girl was suffocated by her mentally ill mothBrior to the death, tI-I
mother had been investigatéfieen times in the course of three years. Feanths
prior to the chil dosscdsewas bpensand remained apen af ttze imel ofythe
There weresix child protection invetigations during the intact family services case.

INVESTIGATION Three years prior to the chil dos
two-yearold daughteand fiveyear old son to be closer to her older children (
twelve, fourteenand seventeen) who lived with their father. Following her move to lllinois, the older ¢
began frequent i ngheré¢ wee simantounéed éhdd protectimevestigations against t
mother in the firssixteenmonths following her returto lllinois. The investigations involved allegations
abuse, neglect, medical neglect, environmental neglect, substance misuse, and reckless driving with
the ca.

Fiteenmont hs prior to the chil doé sateddatteathemotheawas arese

battering hereighteenyearold daughter in the presence of her then Hyemrold and thirteenyearold
children. A police officer tal the investigator that police officers had been to the home every other dag
past two months concerning domestic situations between the mother and her older children. Acc
medical records, the investigator instructed the mother to getaduration to make sure the mother was o
The mother agreed and went to the losaergency room. During the evaluation, the mother gave
information about what led to her arrest as well as her mental health treaftiemigh the assessmemtas
based solely on seffeport and not intended to determine parenting capacity Hestigator did not obtai
ment al health records or talk to the motherod

mother had been previously diagnosedwitpolar disorder and depression and was frequentlycoampliant
with psychotopic medications. The mother was indicated for substantial risk of physical injury by negl
the investigation was closed.

Less than two months after the seventh irigatibn closed, an eighth investigation was initiated afte
anonymous report&s made to the hotline alleging that a child was sitting in a window screaming for he
reporter stated that the youngest children (then ages four andysarsnld) inthe home are often seen outs
wandering around unsupervised late at nightslikan two weeks later a ninth investigation was initiated
police were dispatched to the home. Police officers reported that they could hear the mother scre]

head glass breaking from things being thrown. The mother told police that shizetisand could not care f
the children anymore. Police reported that the mother broke glass and told the children she hoped t
step on the glass and hurt themselvidge mother began making suicidal comments and was taken
hospital. The fdbwing day, a hospital social worker contacted the hotline to report that the mother told
she was overwhelmed and had not been giving hetyiearold daughter her edication for cystic fibrosis ar
that the mother admitted to using her monepuyg marijuana and had not been buying groceries. The {
wor kerds report was added to the ninth invest

The mot her 6s ol childiprotection ihvdstigator theirorotter hadh mulled pictures off the
causng them to break and made comments about leaving the home and driving off a cliff. A safety |
developed for the four and sevg@arold children to stay with their nernal grandparents, but the safety (
lapsed and the fourand sewgarold@d i | dren returned to their mot
from the hospital.

The child protection investigator obtained partial mental health records frodirtteewhere the mother hg
been receiving medication monitoring for her mehellth issues. The Integrated Mental Health and Subs
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had been @ignosed with bpolar disorder since she was a teenager. The mother reportetettatuld go tw
or three days without sleeping and reported racing thoughts, paranoia, loss of appetite, inability to ¢
and focus and low motivation. Had full reds been obtained from the clinic the investigator also would
been aware thiahe mother reported nesompliance with her medication.

Abuse Assessment received by the investigator was completed two months earlier and stated that J

The investigator also obtained records from the hospital for the day that the mother was taken by pq
making suicidal comments. The record stated that the mother was admitted for suicidal ideation with
overdose on medication or intent@ly wreck her car by not wearing a seat belt and running her car
pillar or off a bridge. The hospital recsr also detailed prior hospitalizations for suicidal ideation.

During the investigation, the investigator contacted the father of thetbtderchildren. The father reported
obtained full custody year s ago héchildranuere yotingee theg
was an order for only supervised contact with their mother. The father reported that during the sur
chi dren go back and forth between his house a
him.

The mother was referred to intact family services and the two pending investigations were closed.
family services case remainedeopfor nineand-a-half months until the death of the feyearold. During th
nine-anda-half months of the intadamily services case, there were nine additional calls to the hotline,
resulted in six child protection investigations, four of whiere indicated. Eight of the calls to the hotl
were from mandated reporters. During the entire intact familjices case, the mother exhibited a failur
follow through with service recommendations and failed to maintain consistent medicatioranompl

The first investigation during the intact family services case involved the mother reporting to schmah
that she had kicked heixteenyearold child out of the home the previous night and an anonymous
reporting that there was fiood in the home. The investigation was unfounded.

A second investigation was initiated during the intact fasglvices case while the first was still pending.
second investigation involved a report that the motherpirdper four and si®yearold off at their matern
grandparentd6s home for days on end and therasyate
indicated for inadequate supervision. While the first and second investigations were pending,
investigation was initi@d after a school counselor reported that the mother poured water onyeerakl
son, swung a belt at his heahd punched him in the nose while high. During the investigation, tiye
old confirmed the allegation and reported that the altercatiarted because he refused to share his pizz4
investigation was unfounded.

While the three investigationgere pending the investigator faxed the CFS-968orm,Questions for Mentg
Health Professionalss o t he mot her 6s me avider.| According Itat the completd
guestionnaire, the mother was rmompliant with recommended folleup appointmets and her diagnod
was fair to poor regarding prognosis dueto-noo mp |l i ance. The treat ment
symptoms maylace her children at an increase of maltreatment.

While the second and third investigations were pending éhfawrestigation was initiated after a teacher
to the motherés home t o del i-yeaaoldo@dide withnD shaes, sagks
coat. The sevegearold told the teacher that he was afraid to go inside because his momsnrtmad# hi
again and said his mother hits him all the time with a belt and hanger on his butt. The teacher reported
the severyearold took her inside, the home smelled like marijuana, was dirty and the mother was havi
emotional swings ah appeared intoxicated. The mother told the teacher that she was having a
breakdown.
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While the three investigations were pendilget i nt act f amily services
health treatment provider. The treatment providpored that the mother had not been medication com
and noted that the mother was inappropriate in their sessions as the mother isntodypulsive and w.
trying to get controlled substances. The treatment provider reported that the mothdemed i@ individua
counseling but never followed through.

At the following home visit, the intact worker asked the mother about hecatiethi compliance and the mot
reported that she was medication compliant and had left over medication fromsinemas previousl
hospitalized. The mother also reported that she had not signed up for family counseling, anger manal
a substancebaise assessment as recommended in the intact service plan.

According to a supervisory contact note, followinglzone call, the child protection supervisor and i
supervisor agreed that the latest incident did not rise to the level of imminesftiieskn and there was nothi
to take before the court. The child protection supervisor reported that the investga woul d | o
most recent mental health issues before making a decision regarding the final finding. The fourth in
was closed three months prior to the death and the mother was indicated for inadequate super
substantibrisk of physical injury by neglect.

While the fourth investigation was pendi negarold
disclosed to school personnel that her mother was hitting and smacking her.-yearsixl confirmedthe
accountand disclosed that the abusas ongoing, and heoghit with broken hangers and belts. The se
yearold reported that he &dto hide in his closet when kmewhewasgoing to get hurt andasoutside until
thingscalmed downThe reporterlso stated that there had been issu#s the mother picking up her f
yearold from preschool late. Both children were interviewed by a maddavestigator at the school a
confirmed the ongoing abuse reported to school personnel. When the ddsigrstigator went to the ho
and inteéviewed the children, both children denied abuse. The fifth investigation resulted in an indicate
against the mother for inadequate supervision and the allegations of abuse were unfounded based @m
later denying abuse and no injuridsserved.

Two months prior to the death, while the fourth and fifth investigations were pending a sixth investiga
initiated after the mother asked another parent of a child in-ieakb | d 6 s ¢ | ars ferrher ohitdre
after school. Whiléner children were at school, the mother was arrested on an outstanding warrant a
the parent to keep her children overnight. The parent was not comfortable with the arrangement an
the children backa school. Police officers transportegtth c hi | dr en t o their m
the mother picked up the children after being released from jail.

Two weeks prior to the death, the int acatlthtrfeaatnnehl
provider. The treatmentpovi der documented telling the int

t he mot kyearoldl sppdaredito be afraid of her mother in response to the mother grabbing H
treatment provider alseeported that the mother was noncomglianth taking medications and keepi
appointments.

One day prior to the childés fifth birthday,

her hand over her c¢hi lindiha shenwas gong ta sedd her ctiiddesus.Th
mo t h e r §esrold chitgl hvas in the same room when the mother was found. Thedasold was taker
to the hospital by ambulance where she was later pronounced deceased. The medical exammecaujel

of death asphyxiation by dotation and neck compression. The mother was charged with first degree
and indicated by DCFS for death and substantial risk of physical injury.
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OIG RECOMMENDATIONS / 1. Whenever serious mental illness raises questions ab
DEPARTMENT RESPONSES parenting capacity a parenting capacity assessment must
completed. This should be addressed through training an

development of resources.

The Psychology and Psychiatry Program is available tstagigh questions regarding appropriate referrals
to help facilitate these referralsf a caseworker has questions/concerns about parenting capacity, the
have an initial consultation with the Consulting Psychologist assigned to their POS Agency Qffisieltb
determine if a Parenting Capacitgsessment or referral to a ParegtAssessment Team is appropriate. T
are providers throughout the state who can provide Parenting Capacity Assessrhen®sychology
Psychiatry Programssistant Program Administrator will also be working to @ase the number of provid
throughout the state.

Currently, the Parenting Assessment Team program is available within Cook County and the Norther
If the caseworker and Consulting Psychologist believe a parent meets criteria for a ParepiaméssTea
referral versus Pardang Capacity Assessment, but they reside outside of Cook County or the Northern
the program administratowill work to address these referrals on a case by case Hdssprogra
administratomvill work with the Consulting Psychologists of the R&plogy & Psychiatry Program to ens
that they are aware of this process and are prepared to educate the caseworkers of their assigned P
and Field Offices as to the appropriate procedures to folloAdditionally, the Office of Learning a
Professional Development will incorporate and use this redacted casé\ssesmeninits of all Foundation
curricula, where Protective Factors and Error Reduction: Parenting with Mental lliness is discussed.

At this time, the Psychology and Psyatiy program has not sent specific communication to the field reg

the availability of Parenting Assessment Team Evaluations outside of Cook/Northern rddienshould no
pose a barrier to the referral processtlde team of Consulting Psycholsigi has been informed about

possibility of Parenting Assessment Team referrals outside of Cook/Northern refi@surrent protocol i
such that the Consulting Psychologist has a consultation with the case Weakes,about the needs of

case and determines which evaluation/assessment type is most appropriate. They are ultima
recommends the Parenting Assessment Team evaluation and would communicate this infornthé
program administratowho woull then work to secure a Psycholagéd Psychiatrist to complete t
evaluation.

To facilitate communication with the field, Psychology contact information on the DNet has been upd
includes Consulting Psychol oReldOffiésconsulatoh assignnsi
descriptions of evaluation/assessment referral types (including PCA and PAT) and a listing of
providers across the state. An announcement regarding how to access the Psychology and Psychiat
availabe assessments and accessing tifarimation on the DNET will be provided to the field on théNBt
in January 2020.

2. Child protection staff should be required to utilize the CFS 9680, Questions for Mental Health
Professionals form when interviewng mental health professionals regarding an alleged perpetrator.

The Deputy Director of Child Protection is reviewing tise of this form and communicating with the Divis
of Clinical Services on efficient use to gather the needed information.

3. If a subsequent oral report (SOR) of abuse and/or neglect is received on an open Intact Fa
Services case, the child proteain investigator and supervisor, as well as, the Intact Family Servic
caseworker and supervisor should discuss and document in SRS, the case within 2 days of the SO
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and ensure a method of maintaining ongoing communication is established as requireg burrent
procedure, which should include attendance at all Child and Family Team Meetings.

There are already procedures in plaeguiring a timely discussion between the intact worker

investigator. There are alerts on desktops for intact and inyasons workers and supervisors to alert td
SOR. Area Administrators are discussing SORs in their weekly calls with supexvésat all SORs (includi

discussion) are reviewed by QA/APT/Intact Utilization to ensure quality contact. Contact notguéned t

be entered within 48 hours according to current procedures.

OIG COMMENT: Does the Department have data from Qualissurance and Agency Performance Tear
how this is working? During the weekly calls are investigative tasks or direction for intact noted?

4. With three or more child protection investigations involving the ame family, a management reviey
should be caducted to determine if there is a need for court intervention (Recommendation also ma
in OIG Report #17-2911).

A memo was sent to all child protection requiring a review by Area Administrators of any faogiving tw
unfounded and an indicateeport to assess for court involvement. SOR Reviews are also occurring
Intact Utilization Unit and Quality Assurance on these cases.

OIG COMMENT: The OIG recommendation does not limit the managemeietvew two unfounded and o
indicated casesbut rather that anytime a family with three or more child protection investigations, w
they are indicated or unfounded, should be reviewed by DCFS management. In addition, please pr|
OIG with documentation that the stated reviews by theadhtUtilization Unit and Quality Assurance
occurring.

5. Each intact family services case should have a written concurrent plan to identify factors that a
critical to ensuring child safety and minimizingrisk, and if there is a change in circumstanes when cour
intervention may be necessary.

The Department agrees. Concurrent planning and the need for possible court intervention is already
within current intact procedures.

OIG COMMENT: Who isresponsible for tracking that there is anmurrent plan in intact cases and i
contained in SACWIS and reviewed? Please provide thetl@@ata on whether or not concurrent planni
is occurring.

6. The Department should consider adding an alternave on the Child Endangerment Risk Assessme
(CERAP) to all ow a f i ndidentfying factofs eitere df thére i® an chdndeyi
circumstances court intervention may be warranted.

The Department does not agree to a finding of conditip safe. The Department agrees to revies\CERA
and ensure it is the proper document to be using and then we will revisit the recommentati®ERA
review is ongoing, in consultation with Chapin Hall.

7. To avoid the over r e |-reporbin mtacofamilyaservica caseg, iProeedute
302.388(i)(5), Evaluating Family Progress, should be amended to require that intact family servi
workers contact service providers at a minimum monthlytoassess t he | evel
engagement with services and the progresd the family on tasks of the Family Service Plan.
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The Department agrees. This expectation is already imbedded within current Intact Procedures. Curr
requiremat is addressed in Foundations Intact where Procedures 302.388 (i) (5), Egdhaatiity Progres
is discussed.

OIG COMMENT: It is insufficient to only discuss the practice of contacting providers monthly o}
foundation training when investigatoase first hired This requirement should also be included in Procedy
Does tle Department have data on whether or not service providers are actually being contacted mon

8. Intact family services workers should refer to DCFS Office of Legal Serees those intact cases wif]
parental non-compliance over time, risk to children aad whentheSt atA¢ d ®r ney 6 s Of
to file a petition.

Prompted at least in part by a review and report completed by Chapin Hall, the Departwvaiinig on
number of initiatives directed at improving practice around child protectimh imtact family service
improving communication and collaboration between the Department and court stakeholders. As pa
initiatives, the Department eollaborating with Chapin Hall and a variety of court stakeholders, includin
notlimt ed to, judges, Sduardiamsddditerd public deferdgrd) and tBd Administres
Office of Illinois Courts. The Department expects this wiorkead to, among other things, multidisciplin
trainings; new or amended policies, pdares, and practices; and improved systems of communicatior]
Department will consider this OIG recommendation in its ongoing work in this regard.

OIG COMMENT: Please provide the OIG a plan of how the Department will address the recommend
the immediacy. Will OLS file petitions in juvenile court when warrantPd? statute, any perso
agency/association or the court on its own motion, including DCF&lL@gunsel can filea petition and
request orders of protection or supervision.

9. DCFS Office of Legal Services must track cases not accepted for filing of a petition in Juvenile Co
The Department should identify a single contact persontowork witk a c h St at eds At
consider whether to advocate further or file a petitionthemselves.

Prompted at least in part by a review and report completed by Chapin Hall in May 2019, the Depa
working on a number of initiatives directediatproving practice around child protection and intact fa
services and improving commigation and collaboration between the Department and court stakehold

part of these initiatives, the Department is collaborating with Chapin Hall and ay\&rimiurt stakeholder
including, but not | i mit edguardighsad literd, publg defelders, ang

Administrative Office of lllinois Courts. The Department expects this work to lead to, among other
multidisciplinary trainings; new or amended policies, procedures, and practices; and improved sy
communication. The Department will consider this OIG recommendation in its ongoing work in this

OIG COMMENT: Based on OIG investigations, it is clear that the Department continues to struggle t
with families who are refusing servicesgee significant concerns or are not making progress in serviceg
only is it problematic for the Department when agrdrdemonstrates that they cannot care for their chilcy
and the child protection staff cannot demonstrate urgent and immediassitgdo remove the children, &
also when child welfare staff working with families are concerned about safety angtdtbeiite a petitior
throughtheSt aAeberneyés office only to have the St

When a CHd Protection investigator/supervisor correctly identifiésightened safety/risk concerns w
families, but do not belie they have enough evidence to support urgent and immediate necessity to
case to court for temporary custody, they haspressed that they did not attempt to screen the case
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protective order because tdrductdttafile¢hése types df petitions.
is not the first time that the OIG has heard of the reluctance

The St a ney dss not Aftetoaly entity that can file a petition in juvenile court; any pe
agency/association or the court on ita/o motion, including DCFS Legal Counsel can &lgetition and
request orders of protection or supervision. While any partyistalde f i | e t he peti ti
has the sole responsibility to prosecute. A 1991 lllinois Supreme CoaetlGae J.J.(566 N.E.2d 1345), rule
that even if the Stateds Attor ney fcdodrtenssthaarauiden
on the petition and determine whether the dismissal is in the best interests of the minditheadidrinissal i
not in the best i nterest of the minor, t he St

Procedure 300.130 alrely directs that when services are declined by a failg:é t he Chi

Specialist and Child Protection Supervistrall consult to determine whether the case should be screen
the Statebds Attorney for reecwunretd owi d énr @ ch es &t it

services but the Statebds At t orderecservickea tonsideration o
shelter care hearing, then the Child Protection Specialist and Supervisor shall consutteATES Office g
Legal Services. In addition, if consultation with another Department division (e.g., the Division io&l
Practice and Development) is desired, the Child Protection Specialist and Supervisor shall make a re
such consultatiorthru the Area Administrator. The Area Administrator shall determine if the addif
consultation is necessary. o

In FY 10the Department agreed to track and maintain data on cases presentedbto thet\traey for filing
a petition and are agreein@tdo so again.The OlGrequestany current data tracked over the last nine ye
and in addition, based on the Departner®# cur rent response the OIG
specific initiative will address the Departmental tracking/data osesgpresented to tiet a Aterdey and
theSt atAe ®d ® r n e y 6 SWhen elcep thenBegament anticipate this woitk Whapin Hall to bd
completed?

Department ResponseDCFS is aware of its right to file petitions in juvenile court and is working numbe
of levels to improve the present circumstances, including efforts to improve communication and undei
among the various court stakeholders across the iStatéch is critical to the success of such petitions. N
t hat St a tsedres chafgedt with presgcuting the petitions, and DCFS aaititinue to work
collaboratively withSt at e 6 s tofehstur®thahpetitians are not only filed, but that all enidry issue
are addressed which appears to be the main cause of petitormist bei ng f i | ed DGRS
Legal and Operations are working together to analyze cases as they arise in order to advocate as
and will continuetode o al ongsi de DCFSb6s efforts to aahak
across the StateAdditionally, DCFS Legal is not currently in a positionttack and maintain data on caj
presented to Statebs Attorneys for filing pet

10.DCFS regional counsel should meet quarterly wit | oc al Stateds Atto
professionals to address any issues ragling the filing of petitions for court involvement.

The Department agrees. DCFS Legal already has quarterly meeting® with Atrdeys, GALs and Publi
Defenderdo address issues. The filing of petitions can be put on a quarterly meeting.agend

11.The Area Administrator should meet with the local mental health treatment provider to develop
system and/or identify a liaison at the clinic to expedite infonation sharing.

The Department agre€Bhis has been completed.
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DEATH AND SERIO US INJURY INVESTIGATION 3

ALLEGATION A twenty-two-monthold child died after choking on noodles his mother had matj
breakfast. The mother had been a former youth in care, agingf the system 1
mont hs before the childbds death.

INVESTIGATION The chil dds mother had been involyv
life. She came into care at tvyearsold, after she and her siblings were discovd
in an abandoned building. Sheas eventually adopted by her foster mother, though there memerous
unf ounded child protection investigations whi
The mother reentered care at the agetveélve after refusing to returrhome following a psychiatri
hospitalization. The mother sganost of her adolescence living in various residential treatment and tran
living facilities, and she experienced several more psychiatric hospitalizations during her time in care)

While pregnant with the deceased, the mother had entered arrndéep living program for pregnant
parenting youth in care who also had problems with mental illness. She remained in the program until
out of care. She gave birth to her first chiffde deceased) when she wasnty-yearsold. At the indepedent
living program, the mother received guidance and support in learning how to parent the infant. Howe
to aging out of care, the mother was the subject of two unfounded child potiestestigations for substant
risk of physical injury/envonment injurious to health and welfare by neglect.

Approximately a year after the first child was born, as the mother aged out of care, she vaastéshalf
months pregnant with her secartdld. She moved to another part of the state for affordahleing and withi
months was engaged in parenting, prenatal, and doula services with two service providers. The mothe
met with workers from both agencies and utilized respite care nkonths after moving, the mother had th
additional unfainded child protection investigations feubstantial risk of physical injury/environme
injurious to health and welfare by neglect and environmental neglect. Intact family services wégd.initi

environment since early adolescence. Upon becoming pregnant she was referred for needed se
agency provided transportation to mediappointments, grocery shopping, and taking the baby to day
Staff assisted her in bathing and feeding the baby, cleaning her apartment and provided guidance in {
her day. The agency also provided therapy and education for the mother wHhilabthevas at daycar
Although enrolled in a supportive patang program, she did not have support and guidance from f
especially in the form of modeling appropriate parenting,-kemngn support, or prior experience caring fq
child. The program vided significant assistance in the parenting of her ¢ingt, but they noted she st
struggled to parent and upon turnimgenty-onetheir everpresent support was gone. As the mother approd
her 2% birthday, staff attempted to mimic the laok their presence by decreasing their hamlswork.
However,the mother did not seem to be able to adequately learn the skills in the time allowed. Staff k
the mother needed support and arranged for community services in the area she was rafiginggiog ou
of care.

The young mother had a significant history of traumea erental health issues and had not lived in a }]

Though the agency arranged fammamunity services in her new home, the services were slow to star
services eventually culminated in the mother having doula services which included peer parenting gn
individual parating education, a home visitor parent support person, atpragency intact family worker a
two respite care givers. While the services
independently parent, considering her history of traundanaental illness, was conducted. The intact wo
assignedd the case, upon finding the mother overwhelmed and in tears, considered the need for
custody or at least an assessment of her parenting capacity, but the assessment was never conduct
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Just as the mother s parsed heithergvascher meed fortirgatment f m
illness. The mother was connected with parenting resources but not mental health treatment. Worker
mot her &8s | ack dbdrapyprafusal itoctake mddicatiom and use bf marijuana.widnker
encouraged the mother to engage in treatment, but never specifically connected the lack of treatmen
il l ness as a risk to the chil dr ertanly a stietgt, but cerv
providers6é bbsmovheir 6asl atktof progress was

These assessments became all the more important when child protection investigations involving br
toddler and reports of domestiiolence began. Though the child protection investigators appropriately
out consultation for the bruisinghé cumulative issues should have prompted a more intense scrutin
mot her 6s parenting abil it i etswhosWiersfrommentlkleeds, vého u
substances, who lacks an informal support system, whose formal suygternh xpressed concerns,

consistently lacked parenting skills, antlo mayhave beenn a violent relationship thekgas no doubt thaa
more formalized assessment was needed. Such an assessment would likely have supported court in

During the intact family services case, the toddler was observed with facial bruising on four different o
the first being two monthafter the case opened. Around this time the mother had a new boyfriend a
were also reports of domestic viol®. The bruises resulted in three child protection investigations fo
welts and bruises by abuse over a-inenth period. Two of thinvestigations were unfounded and the t
was posthumously indicated for allegation cuts, welts, bruises, algasiot oral injuries by neglect a
allegation substantial risk of physical injury/environment injurious to health and welfare by négbhad
protection investigation was also initiatednd
substantial risk of physical injury/environment injurious to health and welfare by neglect; the mother
boyfriend were indicatedn both of the allegations.

After the chil dbés deat h-montbairsiBling ptacnkg hec vih & ticended fosid
family, who had previously provided the mother with respite care. The mother gave birth to a third
months afer the death. That child was placed in the same foster home.

OIG RECOMMENDATIONS / 1. Parenting youth in care with significant mental ililness who arg
DEPARTMENT RESPONSES aging out of care should have a parenting capacity assessmse
and if warranted, be referred to a Parenting

Assessment Tea.

The Departmei@ Psychology and PsychiatAdministrator and Department psychologist will work wj
TPSN to refer identified youth for a Parenting Capacity Assessment or to the appropriate Parenting Ag
Team. Department staff have had severaktings with TPSN regarding the process. Rawisto P302
Appendix J also included language on referring those youth with significant mental illness for a P
Capacity Assessment.

2. Clinical should appoint a liaison with TPSNo help determinethe appropriateness of parent capacity
assessnets and referrals to parenting capacity team assessments for parenting youth in care.

The Clinical Division has appointed a liaison, the Psychology and Psychiatry Adminiatrdtampsychologig
to be theihison between Psychology and TPSN. Several meetings have occurrge:®ehior Vice Presider
of TPSN to discuss the OIG recommendations and how the Psychology and Psychiatry Program {
support. The TPSN structure and its prograngwas discased. TPSN materials were provided and discu

3. Clinical should regularly train TPSN staff on parenting capacity assessments and parenting capag
teams.
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Departmenpsychologist and liaison to TPSiNet withthe providerto discussriaining nees of TPSN staf
and a training plan is being developed.

4. As previously recommended, any family with three or more child protection investigations within
year (for one or more persons living in the home) should be reviewed by DCFS masanent to esure
that underlying issues are being addressed.

The Department agrees. memo was sent to all child protection requiring a review by the Area Adminig
of any family receivingwo unfounded and an indicated report to assess for court involve ROMR. Reviewy
are also occurring with the Intact Utilization Unit and Quality Assurance on these cases.

OIG COMMENT: The OIG recommendation does not limit the management review tofioumdad and on
indicated case, but rather that anytime a family wlittee or more child protection investigations, whether

are indicated or unfounded, should be reviewed by DCFS management. In addition, please provid

with documentation thdhe stated reviews by the Intact Utilization Unit and Quality Assteare occurring
and any outcomes or action steps identified.

5. This report should be shared with the Area Administrator, Regional Administrator, and others the
deem appropriate. The DCFS Administrators and the local agency should develop protocabif future
communication and collaboration.

The Regional Administrator shared and discussed the OIG Report with the Area Administraton\aslvies
field office. The Area Administratoshared the OIG Report with tiehild protectionsupervisors as a tehing
tool and ensured there is communication/collaboration in the future involving mutual clients. Thq
representative from Child Abuse Counci lguartetydOS
meetings irthis ara.

6. The Departnent should develop transition procedures and interagency collaboration similar t
Procedures 302, Appendix N (Transition Planning for Wards with Developmental Disabilities) f

pregnant and parenting youth in care with significant mentalillness who are agng out of care. Policy
Transmittal 99.14 discusses creating interagency agreements, which might also be helpful with

population.

The Department agrees. ILCS 505/42 requires an intergovernmental agreement be made with DC
DHFS, ISBE, DJJ, IDPHand DOC to assist with housing, educational, and employment support. Par
intergovernmental agreement deal with the development of transition procedures for our develo
delayed youth. Through our data tracking usimg Hilinois Longitudinal Data System, our DD youth
already be identified and shared with DHIECFS agrees with development of an IGA and will work with
other agencies to completBCFS is now a member of the lllinois Longitudinal Data Systemghvtioes hav
the caability of identifying youth with behavioral health issues.

7. This report should be shared with independent living organization for educational purposes.

The Inspector General shared the report with the agency.

8. Intact family services providersshould have full access to case/family history for families they serv

The Department agre€Bhe ability to do this requires an IT solution, this is currently being discussed wit
staff.
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DEATH AND SERIOUS INJURY INVESTIGATION 4

ALLEGATION A nine-monthold girl died as a result of multiple injuries due to assault by her mq
There was a pending child protection investigation against the mother at the
the chil dds death.

Five weeks priortothechil6 s deat h, the hotalnidrae ewlas epont a&at
five and sixyearold children whom were living with their paternal grandparents and visiting with their nj
occasionally. The reporter alleged that while the five argearold children were visiting their mbeér, thel
mot her 6s paramour pushed one of the chil dr gear
ol dés | ast name was incorrectly repor tweturtkmowny
The reporter was also unawdinat the mother had aightmonth old, a tweyearold and threg/earold in her
care; therefore, these children were not added to the investigation at the time of the hotline call.

Following assignment, the child protection investigator intervieweditheand sixyearold children at thei
elementary school. The spearold reported that he last visited his mother the previous weekend at th
where his mother and her paramuogre living. The sixyearold denied ever seeing his mother or heapaur
harm his brother but stated that he did see his mother and her paramour argue with one another, b
not hit each other. Dur i ng -yehreld, ihefiveyemrold rgoited thab Hs
mot her 6 s p a hed hiro to the gnoandl twizaubsit that he did not know if the paramour was u
just playing with him. The fivg/earold stated that his mother told the paramour not to do that teohegin
then told the fiveyearold not to tell anyone because it waasecret. In an interview with OIG investigators
child protection investigator reported that neither children reported that there were other children liv
their mother.

In an interview with the paternal grandmother, the grandmother reportied tavestigator that she had bg
caring for her five and siyearold grandchildren for three years so their mother could get a job and
stable housing. The grandmother proddet he mot her 6s name, phone n l
mother lived in at a hotel with her paramour. The grandmother reported that the five-gedrsibd children
reported that their mother got into a verbal argument with her paramouer lasthvisit but stated that she
never had any concerns followinggits with their mother. The grandmother did not report that the mothe

other children in her care.

The next day, the investigat or Ileigeflaretarn calkthe sokbogyi
day. The investigator scheduled amemiew with the mother at the local DCFS field office. During
interview at the DCFS field office, the mother told the investigator that she lived at a hotel with her b
andher five and si¥yearold lived with their paternal grandmother but weisiting her at the hotel the previ
weekend. The mother reported that during the visit her boyfriend tripped over a cord and as he fell gr
son and both fell. The mothemp@ted that everyone was laughing. The mother denied that she owfie
physically disciplined her sons. According to the investigator, the mother did not report that anyone
in the hotel with her therefore the investigator was unawatestteahad @awo-yearold, threeyearold and
eightmonthold also livig with the mother and her boyfriend. The investigator was also unaware t
mother had two prior unfounded investigations because the investigations were not linked in SAC
investigators only have access to investigations linked to their assigresdigations. The investigator
also unaware that the mother had placedtleryearold, threeyearold andnine-monthold with the Safe
Famil yo6s fourrogthsamd thehddren had returned to her care just two months prior to the h
call.

One month after the investigator interviewed the mother at the DCFS field office and while the inves
was stildl pe nrt'nhémogthold tchilcediednas B regudf Mudtiple injuries due to assault by h
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mother. The child sustaideskull fractures, facial bruising, brain hemorrhaging, injury to the liver and fraj
in various stages of healing. The chil dkdsertwitot
| get her to stop crying. The death was ruled a homiaige@ assault and the mother was charged with my

OIG RECOMMENDATIONS / 1. Child protection investigators should have full access to th
DEPARTMENT RESPONSES hotline narratives of expungedunfounded investigations,
Immediate access to this information is critical to the safety g

both children and the workers.

The Department agrees. Investagathave the ability to review hotline narratives on expunged/unfoy
reports. If it is a report not connected to their case, the supervisor and manager have universal acce
provide themformation to the worker.

OIG COMMENT: Although supenrgors and managers have universal access to SACWIS the child pro
investigators are limited to viewing the expunged/unfounded reports linked to their assigned investiga
yet are resporiBle for conducting the person search. If the Departmaitg fo address this issue there
continue to be cases like this investigation where child protection investigatseunaware that the famil
not only haea prior history with DCFS but alsleave other children that the investigat® unaware of da to
the limited acces§heover si ght wul ti mately ended in a chi

2. Front-line workers (child protection, permanency, licensing, and intact family services) need traini
on conducting a thorough person search in SACWIS and training on how to access and utilize the hotli
narratives of expungedunfounded investigatiors.

DNet instructions were issued on how to search and access unfounded expunged cases. This
discussion tpic at a child protection meeting.

3. Procedures 300, Reports of Child Abuse and Neglect, should be amended to clarify that observ
of the environment and a scene investigation is required for all allegations and should be completed i
timely manner.

The Department does not agree. Observatiae environment is required for allegationsbut a scen
investigation is required only on certain allegatiomkis is still under review by the Department.

OIG COMMENT: Procedures 300.60 addressssene investigations anfit a,tirepars that the child
protectioninvestigatorshould consult ith the child protectionsupervisor to determine which environme
require a scene investigation. In Appendix B required activities include a scene imi@stighich is to obser
and photograph the environment where the harm occurred and create méinieladdition to observing t
environment, the child protection specialist shall conduct a scene investigation per Procedures 300.

Investigation
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DEATH AND SERIOUS INJURY INVESTIGATION 5

ALLEGATION A threeanda-half-yearold girl was found seriously injured after withesses obs
a man get out of the car, walk tioe rear passenger side door, and reach thr
beatingthe girlonthehead. Tl n was | ater i dentified as her

halfs i st er ( t hyearododaugteer).6fbe gid sustained critical injuries, intthg two laceration
a cut lip, a black eye, and swelling around her face. Hehen was found dead, and it was later reveale
the boyfriend had run her over with a car. T
prior tothe incident.

INVESTIGATION The f ami Ivoivénentvith thesDeparitment waafter mlice reported th

the victim, then age one, and her older Hmatither and halister, then ages ni
and five, respectively, were left alone in theuse for a period longer than 20 minutes. Police had arri

follow up on a 911 hang up call. Theiother first told police and child protection investigators that sh

left to go to the grocery store, then later told the investigator that sha thasgarage putting toys away w

the police arrived. The mother was indicated for a Lack of Supamailegation #74) and was court orde|
to complete parenting classes.

A second report was made when t h ptooktheir Haaghtérstherfi
weeks old, and refused to return her. According to the report, the mawttidner boyfriend had gotten int
fight, after which he took her car. When he arrived back at the house, they continued to fight, and the
left again with both the car and the child. Police requested that he bring the child to the statf@falagdving
morning, the boyfriendbés mother brought the ¢
mother unharmed withi@4 hours. The Department determined the allegation was unfounded noting
infant was unharmed aredi t i ng t hat the father Atook the
claim that he could have taken the child with her permission dirany

Less than three days after this incident, a third report was made to the Department after the vm o6 s
was left behind at a gas station. According to the report, the child was left at a gas station after her mo
hertogetat and open the cards rear hatchback. I
actingherratic and foolish,d and she asked her
realized she could not get out. When the childegixihe vehicle, the boyfriend drove away. Police report
the scene, where they called the mother.ofding to the initial report to the Department, the mother sou
frantic on the phone and sai d, i | drtendmkolice determin
that the boyfriend had left the child at the gas station purposefully astkarfém. In speaking with the poli
the boyfriend stated that he was afraid to I
to do this no more, 0 which he thought meantwa
fearful of her boyfriend.

Both the mother and boyfriend were indicated for substantial risk of physical injury/environment inju
health ad welfare by neglect. Rationale for the finding included an ongoing pattern of domestic violen
ho me , ver bal altercations between both parent

displayed a blatant disregard for paréntar e sponsi bil i ties. o The Chi
mother continued to put the childratrisk of harm by allowing the boyfriend into the home.

The investigator never contacted t he ad@oegstciolan
consult despite indicators of domestic violence identified in the initial domeslienge screening. In t
Inspector Generéls i nvestigation, the Depart ment 0msoteditda
the incident betwen the mother and father was concerning and that this was clearly an escalation
second report.

23
DEATH AND SERIOUS INJURY INVESTIGATIONS



The children were also marked safe in the initial CERAP despite three threats being identified. The in
noted the mother stated she would eeking an order of protection. It was also noted that the boyfrien
in jail and thus, out of the homin the followup CERAP three weeks later, no safety threats were ide
even though the three initial threats were not adequately addressaavadtgator noted that the children
not report any fears or concerns about being in the home, emredviiere no observable marks or bruises.

Intact services were initiated following the child protection investigation. Services identified ing
parenting classes and domestic violence counseling for the mother and anger management for the
The family was also referred for-mome family counseling.

The intact worker visited the family weekly throughout the month of August and biweeklySeptembe
2017 to January 2018 after a critical decision was made by the worker and supervisaasedésits. Durin
these visits, the boyfriend was also occasionally present. Interviews with both the mother and thel
revealed that while héid not live with them, he was over frequently and did sleep over. Early on, the
also indicatedd the intact worker that she never intended to get an order of protection against the bqg
she later told the intact worker that she told thegtigator that she was intending to file an order of prote
against the boyfriendds mot her.

The intact worker noted that it was very difficult to engage the family in services. Each time a visit wa
the worker would ask both the mother and bbieyid, when he was present, if they had started their resp
services. The mother never completedepting classes. She did call for a family counseling appointme

it was soon revealed that the family was taken off their service list afteratiemdid not return their pho
calls. When she was-referred for counseling, the mother was not abéaluring her scheduled-hrome visit.
In November 2017, the mother stated that she no longer wanted to engage in counseling services.
worker made a referral for anger management classes for the boyfriend, but he never followed up. He

provided the worker with his own address, stating that he had recently moved. By January 2018, nei
had engaged in services.

The intact casavas closed in late January 2018. Rationale stated was that there were no further inc
abuse or aglect and the mother had been provided with community resources and referrals for ser
addition, it was t he i nhe bogfiiendwasrnk ngér active im the family
reports from both the children and the mother.tAet cl osi ng vi si t, howev
observed the boyfriend sleeping. It was noted that this was not disclosed to the workerdithéneThe intad
case was still closed.

Approximately two months later, the police responded to artdtrun incident. The boyfriend had physic
assaulted the mother, gained possession of the car, and ran over her. He then drove off in thbearatii

and her younger haffister in the back seat. Witnesses saw him physically assaulting thEhgirboyfriend
then fled the scene. He was apprehended by police in a neighboring town. The mother was found ded
two children were taken tihe hospital.

According to the police, the incident began with a domestic dispute between the motheyfaietid. The
mother was taking the boyfriend back to live with his parents. While in route, the boyfriend began ph
assaulting the mother. €mother attempted to leave the car but was overpowered. The victim and her y
sister were placed i their maternal grandmother, who had a restraining order against the boyfrien
previous violent altercation. The older siblings were placigd tveir biological father.

The boyfriend was indicated with Allegati¢1, cuts bruises welts abrass and oral injuries, and Allegati
#10, substantial risk of physical injury/environment injurious to health and welfare. He was charged
degree murder.
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OIG RECOMMENDATIONS / 1. The Department needs to design a system where it is alerted
DEPARTMENT RESPONSES an agency@wo d&dowisxei oan case be
compliance with services, where critical servicebjectives remain
unmet. The Department would then need to assess the current safety of the children and determy
whet her a call to theeywastwhriamel or t he Stateobs

Private providers of intact family services must notify the DepartraEparental nortompliance, to hav,
those cases reviewed for closure.

OIG COMMENT: Please provide the OIG with the process for reviewing and making a final deirigizese
cases; the logic set used to close or continue to engage with the famihearekt steps when a family refu
services. Also, please provide the point person from the Department to whom notification is made w
is parental norcompliance.

2. In cases of violence and risk of violence, the CERAP should include an asses#® of the custodial
parentsdé protective capacity, which could c¢h
protective capacity be noted as positivdbecause of her decision to get an order of protection
backtracking on that decision warranted a reexamination of her protective capacity.

The Department agrees. Staff will be reminded that assessing safety is ongoing, as new information i
that could impact safety, it needs to be considergae Deputy of Child Protection holdsweekly call wit
the Area Administrators where this issue is routinely addressed. The issue will also be addressed i
training occurring in 2020 in all fouregions.Revisions to CERAP will place renewed focus on ong
assessment of parengabtective capacity.

3. The DCFS Supervisor in question should receive nedisciplinary counseling for approving a closin
CERAP that failed to identify known s&fety threats.

The supervisor was given a ndisciplinary counseling session.
4. This report should be shared with the involved private agency.
The Inspector General shared the report with the private agency. The Inspector General met with thd

administrators and a member of the Board of Directors to discuss the findingscandnendations made
the report.
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DEATH AND SERIOUS INJURY INVESTIGATION 6

ALLEGATION An eightmonthold baby died as a result of asphyxia due to entrapment dich
whilecos | eeping with his motdeathsthereAvas an dp
intact family services case. An investigation for medical neglect and failure to thrive had been pendin
days prior to the death.

INVESTIGATION The deceased babywhsi s singl e mot her 6s ¢hidren
were all under the age of sixyearsdich e mot her 6s fi ve
born prematurely and had multiple medical issWdsen her eighth and ninth children (twins) were nine m
old, the mother had her first involvement with thepartment. The twins were born prematurely and o
them had significant medical complications. The twin was hospitalized due to new onset seiz
respiratory distress. At discharge, multiple follayw appointments were set with multiple speciali$he twin
missed several of his medical appointments resulting in a report to the hotline for medical neglect.
protection investigation closed unfounded due to insufficient evidence, aftes determined that the miss
appointments were Igely due to lack of transportation and mother was referred for transportation
through the hospital.

However, after this investigation closed, the mother continued to miss essential medicahsgysifor thg
twin. Seven months later, anothewvéstigation was opened against the mother for medical neglect.
picking up his son from his motherds home, th
The hospital social arker reported that the son would have been vishiuggling to breathe which shoy
have been noticed by the mother. The mother was indicated for medical neglect as the treating

reported that the mother had continuously failed to follow tHnawigh specialty medical appointments for

medially complex child.

During that child protection investigation, the mother stated that her sons sometjphastse with her. Th
child protection investigator cautioned her about safe sleepingogscitated that the children should not
sleepwith her, and observed appropriate sleeping arrangements for all the children in the home.

A High-Risk Intact Family Services Case was opened with the Department for ongoing support and m
ofthec hi I drends medi cal appointments. Despite i
children continued to miss medical apgoients. The intact caseworker visited regularly but relied o
mo t h e rrépsrt tirateshefwas taking tbkildren to their appointments. Two months after the intact f
services case opened, the mot h ¢livewiththéirdatherdfor summ
break. The mother had relied on her teenage children for help carihg fgsunger siblings. The intact fam
services worker did not provide the mother with any additional support after the teenagers left the ho

Five months after the intact family services case opened, the primary care doctor called the hotline
that the children were still missing medical appointmentscanderns that the mother had not taken her e
monthold son for weight checkas he was significantly underweight. A child protection investigatio

opened against the mother for medliveglect and failure to thrivel'he child protection investigatand intac
worker visited the home and observed the house to be clearimiimeis minimal food and the mother repo
she did not have any formula for the baby. The family had beeiviregpublic aid, but it had been cut

recently. The intact family caseworker told the child protection investigator that she was worlkiritp

family to re-establish benefits.

Ten days later, the baby died and an investigation for death by negleadpened against the mother.
i nvest.i gator and her supervisor went to the
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few items in the home, minimal food and hundreds of gnats in the kitchen and bathroom. There werg
items inthe home and the bedrooms were empty except for new beds. There were no sheets or clg
beer cans were in the cabinet in the bathrodme. Jupervisor noted that the basement was flooded with
water and there was no door to the basement tiiéd be closed to stop children from going down, creati
safety hazard due to the ages of the children. Despite this, the intact family k@sewbo had been in tf
home the day prior, stated she had no concerns.

After the death, the othehildren were under safety plans with their fathers or relatives and were bro
the pediatrician. A review by a child abuse pediatriétamd that the younger children had not been atte
their regular appointments and were inadequately cardabf@muse of this. The doctor also noted that the-
monthold boy did not suffer from medical complications like his older siblings didthus he was n
medically neglected but was failure to thrive. The amount of food the mother reported feeding, thetwee
four to six ounces every two to three hours, according to the pediatrician, did not make sense with th
amountof weighhe had gained. Medical neglect agains
unfounded for him, Wile failure to thrive against the mother was indicated for the baby.

Four of the babyb6és ol der si blreporgedto thd investigatalr that g

they |ived in the mother 6s h o mw&vingahdethebabyndowéverrt

denied ever being without food. The investigator observed an interview of the mother by the police a
that the mother was slurring her words; she admitted to the police that she had been drinking prior tm
for her interview. She also admitted to drinking the night before the baby passed away. No breathal
given to the mother the morningef the baby died, but the detective stated that the mother smelled of

that morning. She stated she feleep while watching a movie on the couch and woke up at 1 or 2am

the baby in the paek-play. The mother stated that the Departmeven told her not to sleep with her child
despite records showing an investigator cautioning her aboutleafeng practices. After the interview, t
mother entered inpatient treatment for alcohol. The child protection investigation was indicastl the,
mother for death by neglect to her eighmmhold.

OIG RECOMMENDATIONS / 1. The Office of the Inspector General and DCE Training will

DEPARTMENT RESPONSES use a redacted version of this case for training purposes, includir
how to effectively communicate with medical providers and thq
importance of including all available family members in case [anning.

The Office of Learning and Profeesial Development will incorporate and use the redacted case
Dialoguing with Doctorgontent of the Child Protection curriculum. The Office of Learning and Profes
Development will also incorporatend use this redacted case in the Assessmets of both Intact an
Placement Foundations curricula, where child aweihg and service planning is discussed.

2. All high-risk intact family services cases should have the option for the supervisor to reques
contracted licensed clinician to coduct the Integrated Assessment as occurs in placement caseg
redacted version of this case will be shared with DCFBtegrated Assessment Coordinator.

The Department is drafting a letter which will be issued to all POS agencies and Intact FamikysSsaff

3. Atthe transitional visit, the intact family services worker should obtain general consents to obtaamd
share information with all providers to the family.

The Department issuatnoticeto all POS agencies and Intact Family Servicalf aboutobtaining specifig
consents, not general consents.
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4. Due to the complexity of confidentiality and cosents, the Department needs to provide clear a
specific guidance, beyond written procedures, for Intact Family Services caseworkers tnderstand what
information can be shared and who can share information with providers with and without consents.

The DCFS Office of Legal Services (OLS) is currently drafting a memorandum providing additional g
to Intact Family Services regardingnfidentiality and consents. OLS anticipates completing the memor
by January 2020. The Office of Learniagd Professional Development will also incorporate the lan
into all Foundations curricula, where Procedures 431, Confidentiality afiiaformation of Persons Ser
by the Department of Children and Family Services, is discussed. The simutdimnwill produce
"simulation video" illustrating a conversation between a client and staff highlighting the type of infor
that can b released and shared.

5. The Department should create a form similar to the CFS 668 Release of Informationfor DCP
Investigations for Intact Family Service Cases to allow intact family services caseworkers to obtd
medical information from medical providers without a consent.

January 2020. OLS is currently drafting a memorandum providing additional guidance to Intact
Services regaling confidentiality and consent®©LS anticipates completing the memorandum by Ja
2020. DCFS continues toralyze this issue and will update the form, if necessary, and will consid
applicability of HIPAA, as suggested.

The DCFS Office of Legal Services (OLS) is reexamining this issue and anticipatpketing its analysis ]

6. The DCFS Nurse shald be assigned for the duration of intact family services cases involving medica
complex children. Their dutiesshould include attending home visits with the intact caseworker to meg
with the family, attending medical appointments with the family and the intact service worker,
communicating with medical providers, assisting with the medical and health related séohs of the
integrated assessment, and participating in Child and Family Team Meetings to help the family devel
a plan to ensure that the hildren receive their required medical care.

The Department agrees. The DCFS Nurses continue to be availahippartsintact Family Services, f
participation instaffings CFTMs and CIPPs for medically complex children as part of the clinical tea
nursing consultation and to provide any needed support. An informational transmittal, which will

information to the field as to how they can access DCFS Nursing in cases involving medically complex
was discussed. This transmittal wil al so i nclude information re
participationins t a f foi medjcally comjex youth, other recommended staffing participants, and exp
outcomes from thesstaffings

OIG COMMENT: The Department update does adtiress the need for nurses to be available when necd
to meet with the family, attend medical appointmerttstive family and the intact service worker, communi
with medical providers, and to assist with the medical and health related sedtibesmtegrated assessme

7. Noncustodial parents of children involved in Intact Family Services must be cdacted or attempted
to be contacted during the first two weeks of the case and be included in the initial integrated assessmj
unless ruledout with management approval.

The Department is issuing a reminder to the field on the requirement foustodal communication that the
child is part on an open case.

OIG COMMENT: The requirement that the Intact Family Services worker must ciootattempt to contag
the noncustodial parentluring the first two weekshould be incorporated in Procedures.
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8. Child and Family Team Meetings should be required within the first 14 days and additionally at lea
once a month for intact family sewices cases.

The Department does not agree. Procedure for CFTM is within the first 45 days. Intact staffaalyg
reaching out to families earlier and making timely referrals for services. Intact Family Services may |
know all the players irthe first fourteendays of a case, hard to pull everyone together in that shor
timeframe. The Department witlake efforts to get families together earlier and set more realistic mileg
but not 14 daysThe Department will remind the field thney should hold a CFTM on Intact Family Servi
cases no later than 45 days from case opening.

OIG COMMENT: Placement cases require Child and Family Team Meetings occur within the first tw
of the case opening, then at 40 days and again at lgaarterly. Intact cases should be consistent wit
same schedule as placement cases. Presumably youth inreaire safe placements, while intact famil
continue to have a certain level of risk and service needs should be addressed as sodticableraét
minimum, the Department should track Child and Family Team Meetings for Intact Family Servicesd
monitor when they occur.

9. A redacted version of this report will be shared with DCFS Nursing Unit.

The Chief Nurse reviewed relant issues related to the OIG report with the DCFS Nurses at their depar
meeting. The Chief Nurse will revieand share the redacted report with DCFS Nurses.

10. The Inspector General reiterates its recommendation from OIG Report 171643 that, at the
transitional visit in Intact Family Services cases with a medically complex child, the child protectio
investigator and the intact family services caseworker should request that the parent sign consents
the worker to c¢ommesemedicabhoneer /g & hdit he thel dbi | db
management.

DCFS Procedure 302.388 is currently being revised to make this change, as well as other change
family services.The Office of LegalServicesis working withthe Office ofChild and Family Blicy to ensurd
the changes are made.

11. Thelnspedor General reiterates its recommendation from OIG Report 171643 that in Intact Family
Services cases involving medically complex children, the caseworker must convene a staffinighivv 30
days of receiving the case, with théealth care professionals imolved with the family and parent(s) to
di scuss the childds care and assess parentos

A CFS109 has been submitted to the Office of Childl Bamily Policy to add the language to procedures
Policy Guide will beissued in the interim. Updates related to required nursing referrals will also be a
the same policy guide.
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DEATH AND SERIOUS INJURY INVESTIGATION 7

ALLEGATION Ten children between the ages tifreemonthsandfifteen years died as a result
injuries sustained in a house fire. The children were reportedly left alone with n
supervision and the home had no working smoke detectors. A mother of thineelufdren that perished i
the fire had no prior contactitlv the Department; a mother of one of the children, had an unfounded re
inadequate supervision. Another mother of one of the children had an unfounded investigation for
neglect. The mother ofvie children that perished in the fire had hityeunfounded and one indicated ch
protection investigationgverfourteenyears andvad her own history of a youth in care.

INVESTIGATION Thelnspector Generahvestigation determined that the mother was overwhe
with the demands of a specrale e chifidsrebellious adolescent boys and stre
of poverty. Hotline reports on the mothdell into categories of environmental neglect, the autistic ¢
wandeing and later school staff concerrigarly reports tahe hotline mainly came from anonymous call
oftenit seemed the family had disputes witimdlords,and several were unfounded in the initial stage a
family was in the midst of moving and tle¢éore the issue did noemain orwas being correctedEach
investigation, considered on its own, outlined concerns that while perhaps troubling, did not in the as
of the child protection investigator and supervisor rise to the level of beingpiadj except for the sin
indicated report. That rept was indicated after one of the children, who suffered from autism, left the
in the very early hours of the morning and was found wandering by police. The child was taken to the
Evertually a police officer familiar with the family recoiged the child and alerted the mother. The m
was indicated for inadequaseipervision butnstalled new locks so the child could not get out and dec
intact services. Many of the unfoundeddstigations resulted from the mother correcting soroblematic
conditions prior to the closing of the investigation. However, there was a resumption of the condi
evidenced by continued calls for child protection investigations. The motheodatcept the offer of inta
family services. The mod#r voiced that she would accept referrals but never followed up on them. Furt]
father, though caring for the children at one point, was rarely involved in the later investigations, e
collateral.

At the time of thdatalfire, all the priorchild protection investigations had not been linked to the mother
five children that diedcand most of the investigations had been expunged in accordance with the
retention requirementd2rior to August 2017, any information on investigatidghat had been expung
(whether indicated or unfounded) would not have been available to child protection workers wh
conducted a data search. In August 2017, the Department began the pfdeegsng the State Cent
Register number, date, mative of the call, subjects and allegations of investigations as a record of cont
DCFS. This information was eventually available to child protection investigators when they were as
an investigation. The actual investigation, if expungedot available. As afanuary 1, 2019he Departme
must keep unfounded investigations for five years.

Thetwenty-onechild abuse and neglect reports when viewed togesiemed a pattern of unstable housi
inadequate supervision and chronigleet. As school, behavioral hegldind community records indicate,
chronic neglect lead to adolescent boys who were struggling with behaviors, frustration and possible
The mother did not participate in the services to which she was reftardaerself or her children. TH
surrounding community, including schools and
made reports to DCFS to intervene and help, tbaefor help were not successful. The family history, al
if fully available, could have provided the workers and supervisors the information to better identify trg
understand the family to be able to successfully intervene.
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OIG RECOMMEND ATIONS / 1. In a previous investigation ofthe death ofa toddler (IG 17-
DEPARTMENT RESPONSES 2911) thelnspecta General recommended that any family with
three or more child protection investigations within a year(for
one or more persons living in the home) should be reviewed by DCFS management to ensure
underlying issues are being addressed. The OIG reiteras that recommendation for this report. In
addition, the Department should have a system for documentation of that review which includ
indicating the tasks to be completed, who will complete them and how the plan will be monitored.

The Department ages to cosider the recommendation. The Department is revising procedures aroun
(subsequent oral report$doking at and working with research group on changes to practice and polic

OIGCOMMENT: The Department 6s r es p o thepmevious repgorh(#12911) w.

as follows:
The Department is already handling this issue with a sequence report along with screening re
The Department has alerts in place on SACWIS for amiyf with an open case who is the subje
anewi nvestigation. This alert is on both t
third sequence report is in final development stages and the intent is to also add it to the repoet
for SACWIS which can be pulled up at any timideatify families with multiple reports. Additional
on a daily basis, a report is sent to all child protection and intact management that identi
currently open intact cases and any new repagsociated with that family. Searching capabi
have been expanded and staff are now able to search by address to determine if there ma
subjects or investigations associated with that household that they should be assessing and co
Finally, the sequencing has been changed to foldtamg whether an investigation is unfounde
expunged so that staff get a truer Areadi
Department multiple times. Area Administrators particigatenany of these reviews and underst
their roleis to review cases with a more critical lens and identify and assess any underlying iss

Has the Departmentés position changed? Which
addressed in the revisions to the procedures for S@Rsequent oral reportd)

2. The Department should train supervisors on how to assess the full history of the family and how it c
be used in the evaluation of the family. When a child protection inveigtation commences, a family histor
should be compléed, maintained and updated each time the Department receives a new report. T
family history should be available to subsequent investigators/caseworkers.

The Department agrees to train supervisoragsessment and use of the family histdnaining & currentl
in development. The Child Protection Deputy Director is actively having conversations with R
Administrators and Area Administrators on their weekly calls. iBsisecontinues to bedaressed in quarter
DCPs u p e r weetingg whibtraining is being developed.

3. The Department should evaluate the current Child Welfare Services referral system for efficacy an
responsiveness. The evaluation should include reviewirigneframes for a CERAP, a response timq
frame, and service povision time frames and determine needed improvements.

The Department agrees. This will be addressed through the implementation of HBbEEHure804 will be
updated accordingly.
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4. The Department should develop a management group that liaisons witbther community partners to
assist in developing comprehensive plans for families with consistent contact with DCFS, |
enforcement and concerns from school and behavioral health providers.

There are already a number of groups that liaison with otlramunity partners. The Department has {
success in the 360 model and will continue to expand that model across tHenstaeal of the 360 model
to meet the needs of our client poputatiby streamlining a process by which all agencies exchafagenation,
know resources, and can bring case or client challenges to the table to problem solve them. Thengaik
about service needs that are missing, and joprtplemsolve. They can refer from one agency to the o
Involved stakeholds includepublic/ private agencies; community service organizations: substance
homeless shelters, counseling centers; local community action groups; schools/daylycareildaood
ﬂjanizations/crisis nursery and law enforcement.
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DEATH AND SERIOUS INJURY INVESTIGATION 8

ALLEGATION A threeyearold youth in care died in a house firehis relative foster homet thel
time of the fire, the youthdés fost
fostermotheds r oommat e was asleep in another room.

INVESTIGATION The boyds mother was investigated
into the Departmentos care. Three
Department investigated the mother for cutstsvehd bruises after it was reported thattie t h e r-yea
old said his mother caused the bruise on his forehead. The report was unfounded. A year later, the O
investigated and unfounded the mother for environment injurious after it watedeitat one of the childre
brought a scredriver to school and reported he had access to needles at home.

Ten months before the fire, the Department received an anonymous report that the mother threatened
children ages one, three, seved a&ight. The report also alleged that theeseand eighyearolds had bee
expelled from two schools for misconduct and had been psychiatrically hospitalized. After their disch
mother failed to obtain prescribed treatment or medication for.tAelditionally, the reporter stated that
mother and her paramour beat the older boys, bruising their backs and legs. The Department inves
mother for substantial risk of harm, environmental neglect, and medical neglect, and investigated the
paramour for cuts welts and bruiseBhree weeks into the child protection investigation, the child prote
investigator received videos from an anonymous source showing the mother, who was pregnant wit
child, choking her eighyearold, who gasped for breath, and harshly jegkihe oneyearold. The mother w
charged with two counts of aggravated battery of a child. The Department was granted temporary ¢
the motherés four chil dr en arselativepTheackileé gtotettibnanvestig
failed to assess the home for safety. Two weeks later, another child protection investigator went to
and determined it was unsafe for the children. That child protection investigator moved the ahitokedrom
of a maternal cousin, however bgotund checks of all the adults in the home were not completed.

An assessment of the children recommendedstfidle psychiatric evaluations, medication managemen
individual therapy for the two older bs; a special education-ewvaluation for thesevenyearold, a case stu
evaluation for the thregearo | d ; and a referral to the DCFS E
Inspector General investigators that obtaining medication for yiauthre is often frustrating and difficu
Less than three weeks after he was placed with the cousin, theeagbtd was psychiatrically hospitalize

Three months after the children were placed with the cousin, the cousin became concerned aboeih
yearol db6s i nappr opr i-gebéreld siblngn ahe coosin hdad the sewsarold assessed at
psychiatric hospital. The Department wastified and opened an investigation against the foster moth
inadequate supervision and stdntial risk. After a child protection investigation, the report was unfoul
The severyearold was in a partial hospitalization program for just undeed¢ weeks before an incidg
occurred at school leading to a thxeeek psychiatric hospitalizain.

After his brother was hospitalized, the eigbairold exhibited aggressive behaviors at school, and hg
psychiatrically hospitalized fawelvedays. Two days after he was discharged, he again became aggress
was rehospitalized for anottr three weeks.

Three months before the fire, a clinical staffing convened. The team, comprised of a facilitator, two cd
psychologists, the fostgrarents, and the foster care case worker and her supervisor, recommended
the older boy$or specialized foster care. The team recommended that the foster parent/cousin seek a th
day school for the severearold, and that shebtainsa pecialized foster care license, Intensive Placel

33
DEATH AND SERIOUS INJURY INVESTIGATIONS



Stabilization services through the Departmemtg respite care. The team noted the sgearold had n
psychotherapeutic services or medication follgvsince being discharged from a psychiatric tabkpour
months earlier. The team recommended a psychological evaluation, a psychiatric assassmarthl
follow-up to the consulting psychologist.

Si x weeks before the fire, the ol der b r oizeth feste
care services. The two younger si bl irmgherdolddche se
caseworker that she was having trouble gettin
the hospital and regeerefills on the last day of the month, and if she failed to do it that day, she had
anoher month to receive the prescriptions. The specialized caseworker told the foster parent to take t
the emergency room to get medication if needed.

One month prior to the fire, the team held another clinical staffing. The foster motheedeiat she w
struggling to get an appointment with the assigned psychiatrist for the boys and continued to strugg
their medications. The team meomended a different psychiatrist. The foster mother was still not rec
Intensive Placement&bilization services through the Department. The team insisted it was imperative
foster parent begin receiving these services immediately.

Two weeks before the fire, the foster parent brought the older boys to the emergency room for med
specialized caseworker met them at the hospital and the boys stated they had not been taking their
for two weeks. The hospital recommendegartial hospitalization program for the eiglearold, but th
foster parent said this was rfesasible, as it was too far from her home. A week later, approximately
months after the children became youth in care, and at the request of thézegefdater care agency, t
older boys were finally accepted into a local trauma center foatieity psychiatric services.

Three days before the fire, the caseworkers visited the foster home. The caseworkers had to enter t
rear of the apament building as the foster parent claimed the door was jammed and the landlord neeg
it. She did not disclose she was served an eviction notice 35 days earlier.

At the time of the fire, the foster parent was still unlicensed. In interviewdngipiector General investigato
it was apparent both caseworkers assumed the other casewoskespansible fogetting the relative foste
parentlicensedNei t her caseworker determined who el se

par amour , the paramourd6s cousin and her sitimes.

On the morning of the fire, the foster parent left the tiyesrold sleeping in the apartment while she wer]
get the older boys fromthefired 6s house. According to the fos

her she was leavirgnd that the thregearold was sleeping in the bedroom. The roommate, however,

that she was asleep and did not remember the foster parent tellihggh&bout fifteen minutes after the fos
parent left the apartment, the roommate calledd&lt her there was a fire. The foster parent asked if s

the threeyearold out of the apartment, but the roommate stated she did not know thatineglreakome. Th
threeyearold was found deceased in the apartment by firefighters.

The other bildren were removed from the foster mother and placed in another foster home. The day
fire, the eightyearold was psychiatrically hospitalized. & lseveryearold was hospitalized a few days la
They were placed in a therapeutic residemtédtment facility. The ongearold sibling was placed in a relati
foster home.

OIG RECOMMENDATIONS / 1. The Department should review this case to determine th
DEPARTMENT RESPONSES appropriate level of discipline for the Gsequence child protectio
investigator and her supervisor for theirfailure to: (a) ensure the
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Clinical Division to consider whether the mother committed one or more egregious acts which could
used to terminate he parental rights and next steps to take in that process; and (c) complete the HM
Placement Séety Checklist.

children were in a safe home with either relative; (b) refer this ase to the Office of Legal Services arI

The Department is reviewing the case for appropriate discipline.

2. The Department should review this case to determine the appropriate ldvef discipline for the
Department caseworker for her failureta (a) obt ain background ched
home; (b) contact the DCFS Educational Liaison, as recommended by thatégrated Assessmentto
ensure the older boy received theherapeutic day school his IEP required and that both boys were mg
repeatedly and illegally suspended from school based upon their disabilities, and (c) complete the Hg
Safety Checklist for the cousinbs apartment.

The Department is reviewing the caee &ppropriate discipline.

3. The Department should review tie process for foster parents/relative caregivers to obtain medicatiovl
for youth in care in a timely manner. It should not require children, who are known to need psychotropi
medication, towait months to receive it.

The Department agrees. Howewide procedure for consent for medication once referred by a psyst
should not be altered. Rule 325 has created a system which promptly identifies and evaluates thd
children forpsychotropic meidations provides timely access and monitorddrien on such medication, whi
recognizing the risks that such medications pose, particularly if they are not prescribed and monitored
The two youth in this report have multipgensent approvals for psyatnopic medcations The majority o
consents were initiated by hospitals. The issue in this case was linkage to a psychiatrist, not the appro
itself.

Furthermore, this should resolve itself with the Managed (dimut.

OIG COMMENT: The OIG was not recommending any changesisting Rule or Procedure 325. Was t
a review of why these youth waited months to receive their medication? How will this issue be resolve
the Managed Care rollout?

4. TheDepartment should require caseworkers to obtain and review psycitogical evaluations and soci
work assessments, which schools must obtain before classifying children as disabled and placing the
special education.

The Department agrees that casdeos should obtain psychological evaluations and assessmentss
already required in Procedures 314. The Department will look at the wording in P314 and add more sjj
if needed.

5. The Department should ensure POS agencies promptly rake the SACWIS credentials of Child
Welfare Employees whdeave their employnent.

The Department agrees. APT will ensure that POS agencies understand that when employees |
agency, they must clear all cases from thamp | o yame ahdsubmit@YCIS ID form for deactivation t
DCFS CYCISrequest witin 48 hours
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6. The Department should ensure DCFS and POS Licensing check the homes of relatives, even whe
relative does not want to be licensed, to determine the homes are safe, or makege the assigne(
permanency worker does so.

The Deparinent agrees.
is satisfactorily completed at appropriate milestones, and specifically before ahild protection

investigator or caseworker permits a chd to be placed in a home. This reinforcement and retrainin
should also include obtaining background ched

7. The Department should reinforce and rerain staff regarding the Home Safety Checklist to ensure ]

The Department agrees.

8. This report should be slared with the private agency which is currently assignedhis case.

The Inspector General shared the report with the private agency currently assigned the case.
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DEATH AND SERIOUS INJURY INVESTIGATION 9

ALLEGATION An eightyearold boy and his fiveyearold sister died in &ire at their family home
Their mother and one sibling were able to exit the home during the fire and g
sibling and the father were not at home. At the time of the fire, the ninth child abuse/negleigativasivag
pending against the parents.

INVESTIGATION This family has an extensive history with the Department. Ten yeansto the
deathsthe mother was investigated and indicated for medical neglect after
staff reported concerns that the mother wascomplying with medical #atment recommendations foer
four-monthold infant son. Four years later, the mother was investigated and unfounded for medical ng
failing to take her newborn daughter for follays medical appointments for an irreguheartbeat. The moth
also continued to smoke around the newborn and the thetydasold son who had asthma despite me

recommendations that she cease smoking around the children. Seven months later, the mother was i
and indicated fomadequate supervision asdbstantial risk of physical injury/environment injurious to he
and welfare by neglect after the police went to the home to execute a search warrant for drugs and
mother in possession of meth and sleeping on tw.fThe mother was arrestdor possession of methler
children, ages six, four, thrgearsold and sevemmonthsold, were present in the home and were taken}
protective custody. The father was in jail during this investigation. The children veeedgh foster care fq
ove two years. The mother complied with her service plan and the children were returned home, a
based in part on the fact that the father was not residing in the home.

Five weeks after the children were returned torthmther, the Departmentvastigated and unfounded t
parents for substantial risk of harm after the parents were involved in a physical altercation and the fat

the windows in the motherds van. TDhAethedimd of hisarres]
the father told police he was living with his three boys and their mother and that he and the mother
drinking all day. This investigation was unf

dangerougor the children if the datived in the home.

Two months later, the police contacted the Hotline after responding to an emergency call at 6 a
missing children, ages nine, seven, and six. The boys had left the house during the night anmhd/ptayiog
inside an ambuaince ten blocks from their home. This was the second time within a month the three
left the home in the middle of the night. As the parents took immediate action by calling the police o
realized the boys were genand they added locksttee doors, the investigation was unfounded.

Four months laterthe mother was investigated and unfounded for inadequate supervision after th
reported mom was | ooking 6gl as s yusiagymett. dt wasalsb repar
that the childrends at t ealaaionofédnadequatessapervisioh was anfou
based on no evidence that the children were left unsupervised.

Three months later, school personnel contatttechotline again reporting mom appeared to be using m
she was skinny, and her testhre rotting. The father had recently been released from jail and was also
and had sores on his face. This investigation was unfounded as the investidatgeanisor determined th
was not enough credible evidence that the mother was usggliirugs, and she appeared stable and a
parent the children appropriately.

Nine months later, school personnel again contacted the Hotline to repodtsdsfreig use by the parents
one of the children repang there was no heat or runningiter in the house. This investigation was unfou
for substantial risk of harm and environmental neglect as the investigator observed the home to be
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appropriate with electricity and running water. Both parents submitted to a drug screerdighich detec
any drug use.

Two months after the previous investigation was unfounded, the ninth child protection investigation a

parents was initiatefor Substantial Risk of Physical Injury/Environment Injurious to Health and Welfar,
Head Injury by abuse after school personnel contacted the Hotline, for a third time in a year, to report

yearold son disclosed that he was scared forikesyearold sister. He stated their parents had been fig
and their father punched ihenother in the eye and made it bleed. He stated his eimasold brother go
into the middle of the fight and their father hit him with a metal pole and dtleemhitshis brother with a bel
It was further stated, both parents use meth. The dtgrandmother told school counselor that the fat

has a $100 a day meth habit, the water and heat had been turned off, the family only have space ha

the upstairs, and food is limited. This child protection investigation was pendingtan¢hef the fire. Si

thirty-day extensions were granted for this investigation, resulting in the investigation continuing fo
months.

Upon assignment tdat child protection investigation, the investigator went to the school and obser
three older children. The ningearold had a bruise on his leg that he attributed to a fall, dirty ears, eczdg
his arm, and a scratch on hisnose. Theelgegaro | d had a fAcoupl e of Dbru

they appeared thorhmealf rcchm | fdmdorr ui si ng. 0 T fyearold at
her preschool; however, school staff told the investigator that they had disthissadld from their prograr
for lack of attendance. The investigator did not ask the @ml@dbout the allegations because they \
scheduled for forensic interviews the next day. The investigator completed the safety assessment,
approved byher supervisor, before the children were interviewed.

After unsuccessfully trying to locatke parents, the police took protective custody of the children to drive
to and from their forensic interviews. The seyearold stated that he got spankedce with a paddle, h
elevenyearold brother got spanked once with the belt, and that dael had spanked all the boys. He st
that the power had been turned off a couple of times and one time they did not have water. He furt
thatonetne hi s dad made mombs eye bl eed and t hethey
were scared. He stated that the fp@arold hides in the corner of the room when the parents fight whi
and his brothers protect her. The eleyearold reported physical violence between the parents and tha
goes back and forth betweead 6 s house and her boyfriendds h
glasses were broken once when his dad spankedrdtihat they used to get spankeih a paddle, but no
they get spanked with a belt on the back of their legs.

Three daydater the investigator went again to the family home, but the parents would not let the inveg
into the house. They did agree to speak with her outsiddivEigearold was observed eating a sandwich
looked clearanddressed appropriately. Wiheéhe investigator asked the parents about their meth use
parents got upset and went back into the house, taking thecfreld with them.

After six weels with no family contact, the investigator interviewed the elgygarold at his school. Heold
the investigatothatthe police came to their house and took his father because he threatened to kill him
father was psychiatrically hospitalizede ldtated that he and the fiyearold were in the room when his fatl]
made these statemsrdnd they were scared. The investigator did not obtain the police report.

Two months after the investigation was initiated, the investigator went to the home tageomplete he
closing safety assessment. Again, the parents would not let her ihimutbeefor the required visual inspecti
however, they did talk with the investigator outside. The mother said she still did not have identificatio

for the drug test. The investigator then talked to the older boys at their schools. The ihvestiga s ¢
of the interviews document no concerns or observed drug use. However, supervisory notes and an
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General interview with the investigatorrdomed that the elevepearold told the investigator his parents
an argument and thaft her Aj umped ond the mother. He al
resembled drug paraphernalia. The eleyearold further told the investigatoigimother hit him with a be
on the | egs for not | i s tsewotds,hg eldvegeadold told theNhwestigador th
Aiit is worse nowo than when they first were
time and it was scary.

Subsequently, over a fivmonth period, the investigator was diest by her supervisor to prepare a petitio
order the parents to comply with services. This petition was not filed with the court by the investiga
afterthe death of the two youngest children.

Approximately five months after the investigatioas initiated, the mother called the investigator to repor
she and the children were moving in with the maternal grandmother as she and the father wthegatiogg
Up until the time of the fire, the investigator believed the mother and ehildere living apart from the fath
at the grandmotherdés home. However, the inves
verify this information.

The supervisor directed the investigatorefer the mothefior intactfamily services sgshe would have a servi
plan to follow, and the goal would be to stabilize the family and get her and the children on a healthy t
mother agreed tthis planandthe casavasassigned to an intact family services agency, but ltasdoff ha
not occurred at the time of the fire.

Despite the multipl@otliner e ports of the parentsé suspected
did not have the parents complete drug testing until six months from the start of/éiséigation. When t
mother was screened, she had amphetamines and meth in her system. In an interview with Inspect
investigators, the investigator stated thahis region the closest drug screening place was approximatel
minutes awayvhich made it difficult to accommodate her schedule.

During the investigation, Inspector General investigators learned the mother was involved in &
program ancher sponsor was the stdpughter of the investigator assigned to the nimtlestigation. Th
investigator did not disclose this possible conflict of interest to the Area Administrator.

While the investigation was pending, the hotline was contacteghtotrénat law enforcement received a
call for a house fire. The mothendhher teryearold son were the only two family members who were ab
get out of the home. Three children were in the upstairs bedroom watching TV and sleeping whe
started. The tetyear old went downstairs to tell his mother he saw flamegtanfloor was hotThe mothe
went to the bedroom and saw flames in the doorway, but it was too hot to enter thehe@rthe five an
eightyear old children weréBoth childien died in the fire. At the time of the fire, the home had no powe
therewer e extension cords running from a neighb
The room where the children were sleeping had a space heater. The cafdhi®mome was poor, as th
was garbage throughout the home and the gas was open and being used to heat the home. The fath
at the store and the elevggaro | d son was at his grandmads hou
was indcated. The parents have both been sentenced to fivefgeatsld endangenent The two surviving
siblings have been placed in foster care.

OIG RECOMMENDATIONS / 1. The area administrator and child protection supervisor in this
DEPARTMENT RESPONSES field office should be disciplined due taheir lack of attention to
details and followup when supervising child protection

investigators.
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The Area Administratoandsupervisor received sevenday suspension.

2. Since the investigator involved in thignvestigation no longer works for DCFS and is employeq
presently at the Department of Human Services (DHS) office, disciplinary action may not be an optid
It is recommended this report be shared with the DHS Secretary and any appropriate supervisoryast
for the former investigator.

Thelnspector General shared a redacted report with the Department of Human Services.

3. The Department must immediately retrain staff in this regionon appropri ate r
refusal to allow entry into the home.

There was a retraining theinvolvedfield office. The retraining was mandatory for all child protection ¢
and voluntary for Intact and Permanency staff. This topicomasred as part of the retraining. This issue
also be addressed statewide at th®@IP supervsors meeting.

4. The Department should retrain staff in thisfield office on adequate completion and use of assessme
(Safety, Risk, Domestic Violence, Substance Abuse, and Home Saféhecklist).

There was a retraining at the field office. Theaging was mandatory for all child protection staff,
voluntary forintact and Permanency staff. This topic was covered as part of the retraining.

5. DCFSOffice of Legal Servicesshould retrain child protection staff in this region on use of he CFS
6005 (Release of Information for Child Protection Investigatiors) and the CANTS 7 (Administrative
Subpoenas)

In 2020,DCFS Legal will work with DCFS Operations to retrain child protection stafiigsregionon use o
the CFS 604 and the CANTS (administrative subpoenas).

6. The Department should consides endi ng this areal/regionbs
Welfare Training Academy to be retrained on Procedure 300, which should include accessing the fam
home and completingrequired assessments accurately and in a timely manner.

The Departmendgrees. The Department will consider the feasibility of sendiraniédl protectionstafffrom
this office through Foundation/Sim Lab retraining. If not possible, training spdoifithis office will be
provided locally by child protection staff awdn be completed in a shorter timeframe and more expediti
which is critical for this office. Upon review, i was determined not feasible to sendlad dild protection
staff through Foundation/Sim Lab training. There was a retraining at the field office. The retraini
mandatory for all child protection staff, and voluntary for Intact and Permanency staff. This topic was
as part of the retraining

7. All investigations pending more than 60 days in this field office should be reviewed to assure fa
and child contacts have occurred in a timely manner and the children are safe. This review should
include looking at assessments to enseithey are timelyand properly completed, proper supervision is
occurring, and there has been follow up on supervision directives.

All 60+ pending investigations were reviewed by the Regional Administrator and the Area Administhasg
review was coducted at the timm of the incident

8. All extensions approved by theadministrator should be reviewed to assure extensions are warrante
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All 60+ pending investigations olfiis administratowere reviewed by the Regional Administrator and the 4
Administrator. This review was conducted at the time of the incident

9. The Department should complete a review of the drug testing process in this region to determine
availability to families and ensure immediate drug testing resources for the area areadily available.

The Department agre€Bhis recommendation is currently in process.

OIG COMMENT: Please provide the OIG with an update as to how the review is being completed a
has been done to address the recommendation.

10. The DCFS Office of Legal 8rvices should review the practice of requesting law enforcement to tal
protective custody for interviewing purposes and retrain staff accordingly.

The Department agre€Bhis recommendation is currently in process.

11. The DCFS Ethics Officer andthe DCFS Office of Legal Serviceshould ensurechild protection staff
in this field office understand conflicts of interest and what to do in the event they are assigned
investigation in which they have a personal relationsh with a subject of the investigation.

The DCFS Ethics Officemet with child protection and other division staff inistfield office to discussand
explain, among other things, conflicts of interest and what to do in the event they are assignestigatio
in which they have personal relationship with a subject of the investigation rl
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DEATH AND SERIOUS INJURY INVESTIGATION 10

ALLEGATION A ninemonth old male died of lymphocytic myocarditis a common form oI
fulminantmyocarditis-- after exhibiting seizurike activity, difficulty breathing, ang
unresponsiveness. While his death was due to natural causes, there was an unfounded child
investigation involving possible medical neglect to his older brotheiwith t he year prec

INVESTIGATION Thefamiyd s i nvol vement with the Depart
reports from a doctor and a social worker. Both parties reported concerns of
medical neglect for thelder brother, who was three years old at the time. The doctor statéletichild wag
born prematurely in March 2014 and had multiple medical issues that required specialist evaluation
being told that the child needed to consult a specialistighafter birth, the parents did not bring him in u
March 2017. Thesocial worker stated that the child had three complex medical needs and had mi
appointments since October 2016. According to the doctor, the child missed appointmentsawidiologist,
nephrologist, ophthalmologist, gastroenterologist, and kidpecialist. Efforts to positively engage the mo
in services proved unsuccessful.

An investigation into medical neglect was opened against both the mother and father ansignas &s 4
child protection investigator (CPI) who was new to the DepamtniThe CPI noted that an attempt was n
to visit the home soon after the investigation was opened in early June 2017. The supervisor inst
investigator to locate and &ss the safety of the minor, ensure the child was taken to the docsséssmen
complete a DCFS nursing referral for consultation, assess the safety of other children in the home,
that the other children were medically assessed.

T h e ddBdurdentation was inconsistent throughout the investigation. Betwégd@as 2017 and mid
July, there was no documentation of activity. This may have been due to his inexperience as well a
caseload. Records showed that the investigator wsigreed 17 new investigations in May 2017, 18 {
investigations in JunedA7 (including this investigation), 10 new investigations in July 2017, and 10 in A

A supervisory note from miduly 2017 instructed the CPI to update his notes and docuefierts to locatg
the minor. In addition, the supervisor instructed tiheestigator to visit the address listedlwe Child Abusq
and Neglect Tracking Systel@ANTS) and those found in public aid searches. The firgtdrson visit wa
documented the gaafter this meeting. According to the investigator, the mother repdrétdtie had troub
following up with her appointments since the provider did not accept her health insurance. The CPI n
the mother and child were home and took photosettiild. He did not note if any other children or fa

members were preat in the home. A supervisory note entered shortly after this visit instructed the
contact the gastro intestinal ( GlI) ppopteeni. al i st

The second visit was made in October 2017. Between the Wpdyvisory note and this visit, there were
case notes entered by the CPIl. When confronted about the lack of documentation, the investigator
he did visit the mother anchild; he further stated that the mother reported recently giving loirémadthe
premature newborn. The CPI failegladdress the wellbeing of the child and did not assess the home, th
children, or ask questions regarding the medical negle.isswaddition, medical records later submitte
the Department showedtat t he chil d mi ssed medical appoi
appointment with a pediatric gastroenterologist was missed in September 2017 (the maternal lye
brought the child in later that day), and an appointment with a piediaphrology clinic was missed in ea
October 2017.
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These lapses caused supervisors to repeatedly @mxi@nsion requests. Three extension requests were
between Juneral October 2017: one in August one in September, and a one in OctobfrstTte request
were for fHnadditional tasks needed, 0 and the |
| ocated. 0 Doc umeersoradupemisn inf November 2017 also noted that the Super
instructed the CPI tapdate his case notes, which had not been updated since July.

The investigator spoke with the mother over the phone in early November. The investigator an

discussed a receronversation the mother had with a hospital social worker. The mothentae that th
hospital was willing to help her with scheduling and transportation but had not assisted her with h
insurance issues. The investigator also reached dbetoo s pi t al to confirm t
check. In a conversah with the doctor who made the original report, the doctor stated that they ha
efforts to educate the mother on the consequences of missing appointments. He also satirhekeaufin

call on the medical neglect issue after reviewing the shahe CPI did not followap with the doctor regardi

these statements.

The investigator attempted to conduct his fii
deer mi ned that a nursing assess me icalneglectmvera stilyneead
The supervisor also noted that the mother ha
fourth extension was requested in earlywbimber, noting that the case needed to be opened for intact s
and hat a medical opinion relative to medical neglect was needed. Investigation extensions ceamnti
another extension was requested and, appamav ead
approved in January 2dsknthfextansion was tequested in Eebruaryc2e
Afurther assessment needed. o

A supervisory note from February 2018 showed the CPI was told to see the children, add sasabroieg
final Child Endangerment Risk Assessment Protocol (CERAP3utithe doctothat made the original hotlin
report compl ete a nursing referral, and contact
the case, making it diffult for the CPI to receive needed support and guidance.

Instead of condting with the doctor that made the original hotline reptm, investigator consulted with ty
otherdoctors. One doctor stated that he would consider medical negligence but fidl momfortable sinc
he hadndét seen t he ddériddctdrindicatednttatahe ichild was relatively healtAy
would not determine medical negligence for this reason.

The CPI visited the mother, child, and her newborn in labeugey 2018; he visited the oldest child in schy
The investigation waanfounded in March 2018 with the rationale that the doctor did not diagnedical
neglect because the child was growing. This investigation was unfounded against the fatteendesgpitac
with him. No nursing referral was completed.

The chithdwasdeaported in July 2018, four mont
maternal grandmother was reportedly giving the newborn a bath when she noticedbidearne short g
breath. According to the grandmother, soon after the tirsfaowed seizurke symptomshe infantbecams
unresponsive. The autopsy fouthe cause of death to be lymphocytic myocarditis.
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OIG RECOMMENDATIONS / 1. The Department should amend the unfounded allegation fron
DEPARTMENT RESPONSES this investigation to unfound the medical neglect allegatin
against the mother instead of the father.

The correction was completed ly h e D e p aQffitemd# mnfordnation andTechnology Serviced

2. This report should be shared with the involvedirea administrator for training purposes regarding
extensionsof child protection investigationsand supervision

This Area Administrator is no longer workingchild protection however, the report will be shared.
3. This report should be shared with the involvedthild protection investigator for training purp oses
The reporwasshared with thehild protectioninvestigator.

4. The Department shouldeevaluate their extension rule and procedure, develop a new clear procedy
instructing supervisors and area administrators on good cause for case extensiand train staff on good
cause for case extension.

Attorneys with the DCFS Office of Legal Sezes (OLS) have communicated with the Chief Deputy Dirg
of Operations and Deputy Director of Child Protection to reevaluate DCFS Rule 300.110 and D@EBrE}
300.50 regarding extensions for good cau¥éith the support of OLS, Operations/Child Paiien are
considering further instructions and training for Child Protection supervisors and area administrators 1
good cause for case extensions.

OIG COMMENT: The Department 6s response wupdate i
clarification on how the recommendation will be implemented.

5. Department management should review all overdue cases exceeding 90 days to ensure all ovd
casesare pending for good cause.

The Departmentaviewed all cases that went beyond 90 days anchderdi Regional Administrators of th
need to oversee this proceBach region now has a plan for-gaing reviewof all cases exceeding 90 da]
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DEATH AND SERIOUS INJURY INVESTIGATION 11

ALLEGATION A twelve-yearold medicallycomplex boy died after his health declined and his pal
withdrew life support. There was a pending child protection investigation for m
neglect and malnutrition to the baythe time of his death.

INVESTIGATION The boy had severdevelopmental delays, seizures, wasuBe dependent arj
wheel chair bound. The boyds paren
had five children together. The boy and two of his siblings Ipredarily with their father, while his two oth
siblings lived primarily with their mother. The children had weekend visits with theicuastodial paren
When the boy was nine years old, his mother was indicated for substantial risk and cuts iuissgtsafte
the mother admitted to slappingtheo y 6 s ol der si bl ing and drivin

Two months prior to the boyb6s deat h, he was
fat her 6 s h o noeial workereontaabed tha hotliné after concehad the boy had been medic
neglected and there had been a delay in seeking medical care. A child protection investigation was
allegations of medical neglect and malnutrition to the boy byfdther. The hospital staff reported that t
want ed to conduct discharge planning with the

The child protection investigator vi si trthe@metita
complex boy and his siblings. Theme appeared clean and she had set up a space for the medically
boydés speci al needs. The <chil d pifteentyearold isibling wh
appeared neatandcleanandi d he felt safe in his motheroés

The chil protection investigator spoke with the father who stated that the boy had been on the same d
had been approved by a doctor, for three years. The father also stated that he had brought tihe dogt
three times for diarrhea and that piessure sores had been present for one to two weeks. The father
not remembering what was talked about regarding the medication as the reason why he has not giv
son. During this visitthe child protection investigator spoke with the yf@uteenyearold andeightyear
old siblings who resided with their father. Both children appeared to be clean and appropriately dreg
reported their dad takes them to their medical appoirtsnen

Ten days after he was admitted, the boy diasharged from the hospital to his mother. Unbeknownst t
child protection investigator, the boy washespitalized a week later after developing a fever. He was
transferredt@c hi | dr e h Bosir ddy® latgy,ithe laoy was moved to the isitencare unit for difficult
breathing. He was intubated for a week. He was discharged to a rehabilitation center a month late
readmitted to the hospital the next day due to respiratory distreseeded a tracheostomy. He continu
declineas his seizures were increasing. A week later, both parents decided to withdraw life support
their son to pass peacefully.

At the time of t he boyéds d e at hstill pendirgg framhthd iditi
hospitalization. Aveek after the boy died, the child protection investigator contacted the mother to sc
visit with her and the boy to close the investigation. At that time, the mother informed the child pr
investigator that the boy had been readmitted lasttmand died last week.

Two months after the death, the child protection investigation for medical neglect and malnutriti
indicated against the father. The Department did not investigate thesgfarahe death as it was due to nat
causes.
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OIG RECOMMENDATIONS /

1. The Department should review this case and take appropriat
DEPARTMENT RESPONSES

disciplinary action as to the involved child protection supervisor,

The child protection supervisor was served witegenday suspensio

2. The Department should review this case and take appropriate disciplinary action as to the involv
child protection investigator.

The child protection investigator was issuadriten reprimand.
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DEATH AND SERIOUS INJURY INVESTIGATION 12

ALLEGATION A two-yearold was found unresponsive and pronounced deceased after bein
the care of his moYyeéreld safferedpadacesatnd liver,.lu
contusions, broken ribs, abdominal injuries, andding. There was an open intact fayrgkervices case at t
time of the death and several unfounded child protection investigations within the year proceeding th

The interim report addressed concerns that were raised about two contact ratezk amd entered into t
Statewide Autmated Child Welfare Information System (SACWIS) by the private agency intact
services worker documenting her last visit to the family home three days prior to the death.

INVESTIGATION Si x mont hs pr ihpthe Departmert isvestigatgddhe matherafar
bruises and welts after the reporter observed the child with marks on his bott
report was ultimately unfounded, but the mother agreed to intact family serviceg theichild protectio
investigat on. A private agency intact family seryv
The intact family services caseworker made r
tothehomeltr ee days pr i oTwotontradidios comtacynbtes parpoiaethhdocumentin
visit were discovered following the boybs de
her final visit, both the boy and his older tiver were home atthetime ofthe s i t . Hour s 4
the caseworker entered a second note document
As a result of the conflicting notes, and at the direction of the Departtherrivate agency caseworker:
placed on administrative duties and was prohibited from being involved in any cases.

The private agency immediately completed its own internal investigation into the conflicting contact no|
agency president paemsally conducted the investigatioconsisting of interviews witthe caseworker and h
supervisor, as wel | as a review of the casew
that the caseworker conducted two Saturday visits; oneaieniakfore the death and the otiteee days befo
the death. The caseworker did not enter her contact note for the first Saturday visit into SACWIS in
manner. When the caseworker entered her contact note describing her observations madbedfiirst
Saturday visit, she matk enl vy dated it for the second Sat
caseworker reviewed, corrected and entered into SACWIS a contact note about her first Saturday vi
she previously entered andstakenly dated as the second S#ayrvisit. In addition, she entered into SAC
a new contact note about her second Saturday visit. She did not identify either of the two contact
amended, revised or corrected. She informed her supervisorrafteng the contact notes. As auét of the
internal investigation, the president of the agency determined that while the caseworker did n
procedure, she did not intentionally falsify contact notes. The president imposed a corrective actio
address service and documeiataissues that the internal investigation identified.

I nspector General investigators reviewed the
and conducted interviews with the private agencywaseer, supervisor, and the presiec t . Th
president described the caseworker as hardworking and one her best workers. She said the po
falsification never occurred to her. The president said the caseworker was consistent in hetiaxpl
found her credible.

Sixweeks after the caseworker was put on desk duty, she was terminated from the private agency. Th
told Inspector General investigators that she was unable to keep the caseworker employed under the
from the Department. She stated thitle the caseworker was on desk duty, the intact family services pr
was understaffed. The president of the agency told Inspector General investigators that if she ha
directed by the Department to put treseworker on desk duty, this issueuld have been addressed wit
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corrective action plan. The president stated that if the Inspector General investigation found that the c
could resume her duties, and there was an open position at the agenpyedident would rehire th
casevorker.

The caseworkeros supervisor told Inspector G
Department ds I ntact Administrator and t henornie
her supervisor that she ergd the two additional contact notes in an effort to correct her mistake; that S
not seen the boy on her last visit.

The caseworker told Inspector General investigators that she learned of the death from Heoshpgtvone
The caseworker std that her supervisor said it was a good thing she had just seen the boy three da
The <caseworker admitted to Inspector Genera]
statements because she hatlseen the boy at her last vishe told Inspector General investigators tha
looked at SACWIS, realized her mistake, and entered the additional two notes to correct the mistake.

The DCFS Quality Enhancement and APT conducted a field auditpfthe v at e a g e n c wibes
cases. All open cases with children ages birthtotheeeso | d, as wel | as al |l d
reviewed. The audit noted areas for improvement but did not note any issues with possibleitalsificat

The Inspector Generalinkes gati on found insufficient eviden]
to falsify records. Her actions seemed to demonstrate and support that her intent was to correct a mig

OIG RECOMMENDATIONS / 1. This interim report should be sharel with the private agency.
DEPARTMENT RESPONSES

The Inspector General shared the report with the private agenc
Il nspector General wildl meet wi t h BohreofRirgotors toyliscs
the findings and recommendations made in the report.

2. The private agency should take whatever personnel action it deems appropriate in light of the Offi
of the I nspector General 6s i mndidsotpurgoadyifalsity re€ordsi
this case.

The Inspector General will meet withtheaggnds admi ni strators and a
discuss the findings and recommendations made in the report.

48
DEATH AND SERIOUS INJURY INVESTIGATIONS



DEATH AND SERIOUS INJURY INVESTIGATION 13

ALLEGATION A one-anda-half-yearold was found by her twerntyvo-yearold mother fbating face
down inaswimming poolata f r i e n d 0 she familyneadiving temperarily.
There were three indicated child protection investigations against the rpathreto the deatfand the intad]
family services case closed two months priaghmdeath.

INVESTIGATION The mothefirst came to the attention of the Departmetien she was fowyears
old. She and her older hdfother were in foster care for five months aftesir
parents were indicated for substantial risk of sexual injuhyetoand forabusing the older halirother. The
maternal grandfather died in a motorcycle accident when the mother was eleven. The mother bega,
and smoke cannabis every day, but the maternal grandmother never noticed. At the age of sixteen, J
overdsed on pills and tried to hangrself. The mother was diagnosed withpbiar disorder and maj

depressionBy age seventeen, the mother started using methamphetamines and within one month, w
user. The mother made another suicide attempt aasladmitted to a hospital psydhniaward. That same yes
the mother went into drug treatment for twelve hours.

As a parent, the mother came to the attention of the Department when the mother was invastigatichted
for environment injurious tdhe health and welfare to the twoonthold, after the hotline was contactedl
report that thg@olice were called for an altercation between the mother and her paramour (father of the
baby). The mother became upset, left with her-tmanthold infantin a vehicle after she had been drink
and was intoxicated; she was also advised not to drive by law enforcdiennothercompleted difteen
day detox prograrbut was then discharged from residential treatment.

While the first investigation weapeanding the Department opened another investigation against the mot:l
substantial risk of physical injury to hérreemonthold infant, after thehotline was contacted to report t
the mother was staying in a residence that had methamphetaminernabis paraphernalia located in
home The mother testedositive for methamphetamis@and THC.The mother admitted to using meth &
reported her last use was the day before. The mother reported to ongoing treatment for substance &
theageof twelve. The Department took protective custody of the irdadtthe infant was eventually placed
traditional foster careThe investigation against the mother was indicat€de mother completed detd
substance abuse and mental health treatraethtall her random urine screens were negaflVe now one
yearold was returned to his mother.

Ten months after the child was returned hothe, mother was investigated for substantial risk of phy
injury/environment injurious to health and webdy neglect and the paramour was investigated for subst
risk of physical injury/ environment injurious to health and weHagdents of violence or intimidation, aft
the hotline was contacted to reptivat an altercation had occurred betwdenrtother and her paramour. T
mother had reported to law enforcement that she wanted to file a domestic battery report against her
for aphysicalincident. She told law enforcement that she was holding her infant child as her param
hitting her and at one point, he hit the child in the head; she said the child was not hurt. Her brother\1/I
the incident. The mother reported breaking up with her paramour and was moving out of the home.

a history of domestic violence betwettre mother and paramouilhe mothershowed thechild protection
investigatorher bruises and told him she would obtain an Order of ProtectionnVéstigatorscreened th
mother for substance abuse afamesticviolence andmarkedthe Child EndangermerRisk Assessmen
Protocol Safety DeterMménanivent if ami ars -Ehgadilria
indicatedandthe investigation against the mother was unfounded.
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An intact family services case was opefadlomestic violence educati@rd supportive counselin@riminal
chargeswerefiled againstthe exparamourfor domestic battery/bodily harmt a schedulechomevisit to
complete a home safety checklisttolh e  m méwtane hesmothesaid sheyavetemporary guardiansh
of he children tothe maternal grandmother. The following dayp months after the intact family servig
case was opened, thase was closed

Nine months after the intact family services case was cldeednother was invesagedand indicatedor
substatial risk of physical injury/environment injurious to health and welfare by abuse, after the hotli
contacted to repothatthe mother had been abusing alcohol and methamphetamines while supervising
yearold andoneyearold. The children wee placed with the maternal grandmother. The mother admit
the investigator to random meth u3dne mother asked for help to get into treatment, so she could
children back after she compldtan inpatient prograni.he investigator discussedaat family services an
the mother agreed to cooperate with services, counseling and drug testing to keep herAtédoemductin
substancebuse and domestic violence screens and walking through the home to compiatesafety che
list,the nvestigatod et er mi ned, fino children are | ikely t
The mother said she planned to live with the maternal grandmother and agreed the maternal grandm
keep the childne indefinitely. The investigior marked the CERAP as SAFE athe supervisowaived weekl
monitoring unless circumstances changed.

Two months later the intagtorker spoke with the mother who was extremely agitatetivanted services f
be over. Shelso said that her and the kidvere moving in witlthe maternal grandmother and that
grandmother wouldkeep her off drugsAfter the intact worker and investigator discussed the casq
investigator suggested the mother first submit for a drug sbefere closing the cas€hemother agreednd
the drug screen wamegative. It was recommended the case be clast@ mother was refusing servicead
a clean drug scregand planned to move in with the maternal grandmother

Less than two omths after the last investition, the mother found ttene-anda-half-yearold floating dead ir
the pool at a friend6bs hous e Themetmesaidste ¢ast aakihd bab
alive at 11:30 p.m.the previous nightvhen she puthe childrento bed. Aroud 10:30a.m. the foIIowina
morning,the motherchecked on theneanda-half-yearold and sawa lump in the blanketand assumethe
babywas still sleepinghowever,she did not check. At some poittte maternal gradmothereft the home
The mothethoughtthe oneanda-half-yearold might have gone with her. Ake mothemwas getting ready t
leave, she began looking ftire oneanda-half-yearold and found her in the padrhe oneanda-half-year
old had drownedhn the pool, which had no barrier aralit. The policefound the ladder next to the pool on
ground.Protective custodyvas takerof the tweanda-half-yearold sibling the day his sibling was pronoun
deceased. The sibling was placed in a traditifoster home, but then moved to ther®of fictive kin.

During an Inspector General interview of the child protection investigatorinvestigated three of the fo
reports againghe mothembeforethe oneanda-half-yearold drowned the investigatowas not sure he re
his own case nes before investigating the B, C and D sequeagamst the mother. The investigateferred
the mother second time fantact family servicesifter she admittetb using Meth.The motherefused thos
servicesThe investigatoasked thantact family services caseworkéo drug screetthe motherand that on
screen came back negatiVéne investigatoagreedtoclose he mot her 6 s i ntact @

Neither thantactfamily servicescaseworkerchild protectioninvestigatororhi s super vi s o

Attorneyo6s Office to file a petheichildremin art iotervieve witk]
Inspector General investigators, tfeld protectioninvestigatorand supervisor stated the reason theyndig
seek court involvement was becaudadtservices are voluntanyand he mother had a right to refuserviceq
without retribution The investigator and supervisor stated that based upon experience, they 3iER;
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Legal would not help them advdeasi t h t he St ateds Attor ney andthe
knewtheSt at eds Attorney wauhled mdastidragrséieen waselear. b e ¢ a

OIG RECOMMENDATIONS / 1. The child protection investigator should be rdrained on
DEPARTMENT R ESPONSES Procedure 300 with an enphasis on his duties and responsibilitie
under Section 300.50.

Thechild protection investigator will be 1teained

2. The child protection supervisor should bere-trained on her duties to supervise child protectior
investigators.

The child preectionsupervisomwill be re-trained.

3. The Area Administrator should meet with t
intervention to ensure parents comply with services.

The Department agrees. Prompted at least in patrByiew and report completed by Chapin Hall in
2019, the Department is working on a number of initiatives directed at improving practice afol
protection and intact family services and improving communication and collaboration between then&we
and court stakeholders. As part of these initiatives, the Department is collaborating with Chapin H
variety of court stakeholder;yic | udi ng, but not | imited guardiang
litem, public defenders, artdle Administrative Office of Illinois Courts. The Department expects this w
lead to, among other things, multidisciplinary trainings; newaroended policies, procedures, and pract
and improved systems of communication. The Department wikidenthis OIG recommendation in
ongoing work in this regard.

OIG COMMENT: How are current cases of namompliance being addressed as the initiatives are
developed?

4. The involved Department field office should coordinate regular joint meatgs with the various
professionals involved with child welfare cases, including he St atebés Attt orJ
enforcement, CASA, and private agencies to review cases, procedures, and services and to create a
approach to serving abused/negkted children and their families in the community.

The Department agreesThe Department is working on a number of initiatives directed at improving pr
around child protection and intact family serviaesl improving communication and collabtiva between thq
Department and court stakeholders. The 360 model will begalit in the near future.

5. This report should be shared with the private agency that provided intact family services. The ager]
should discuss best practices with supeisors, administrators and caseworkers, who should receiy
training on keeping dildren safe when caregivers refuse to cooperate with intact family services.

The Inspector General shared the report with the private agency. The Inspector Generattwilitmthe
agencybs administrators and scussthenibdengs aml fecommenda
made in the repart
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DEATH AND SERIOUS INJURY INVESTIGATION 14

ALLEGATION A six-and-a-half-yearold boy died of failure to thrive and extreme Ilmarition. At
the time of death, the child weighed 17 pouadsd was found to have bruising
multiple areas of the body, including the right side of his head, his temple and around his neck a
abrasions near his hips and large scars on his harasor child protection investigation for inadequate fq
to the child was unfounded.

INVESTIGATION The father and the biological mother of the deceased child had four children tq
and were divorced when the deceased child wasydaosold. The mother waj
reported to have an opioid addiction. The fatteenarried and maintained custody of their four children,
ages eight, five, three and two. Thestept her 6s t wo chil dren from a
also lived in the home. The stapother had a history with the Department inviad) her two biological children]
The Department investigated amdtlicated the mother fosubstantial risk of physical injury/environmd
injurious, after she wafund to be manufacturing methamphetaminehim home while the children we
presentThe nvestigation was overturned on appeal.

When the deceased child was five, his teacher
weight gain and strange behaviors with food and eatihg.t€acher stated that the child seemed cons
with food, eating food offtheflool. he t eacher further stated that
over eighteermonths ago was 26.12 pounds and he currently weighed only 25.2 poundsaches &tate
t hat she and the school nur s e ancththe fatheri réported thatethe ©
had been seen by his pediatrician, who did not have concerns. The father did not provide any details.
protectioninvestgt or contacted the childbés doct or filechd

was last seen three years earlier for a-y@arold well-visit and there were no concerns at that time.
i nvestigator t hen c oigidnandtearkd thahtiee cHildhwas dcogpiesl asra @aw |
but had never been brglt in for an appointment.

The investigator met with the fivgearold child and observed him to be very small for his age. Sheg
observed the child to pick at Himgernails. The investigator observed no indicators of abuse. Durir
interview, the child stated that he is not fearful of anyone in his home and that if he gets in trouble, he
time out. When asked, the child stated that he eats regulés atdgome. The investigator met with the f
siblings/stepsiblings whose ages rardyérom sixyearsold to twelveyearsold. All the children stated th
they were not fearful of anyone in the home and stated that if they were bad, they would gking,
were never left with marks. They all reported that the father anditipy feed them daily. The teyearold
sibling reported that the father and stapther feed them every day and depending on how old you a
will have more to eat. SHarther stated that her younger siblings, ages five and six, sometimes eat cru
the floor and are put in time out for it. The investigator went to the home and met with theostep wh
stated that the fivgearold and sixyearold were obsessesdith food. The stepmother stated that she does
know if they had this issue prieo her becoming involved with the father and his children, but from wh
father told her his children's biological mother often made junk food available to dflildec as a means
pacifying them. The stemother stated that the two younger dhéin, ages five and six, were in counsel
She further stated that the fiyearold constantly wants to eat and stated that neither she nor the father
any ofthe children of food and that all the children are fed regular meals. The investigsgoved food in th
home

The parents agreed to have the fyegarold seen by a primary care physician. The investigator contact
doct or 6s of f asseenandr rdferrediteean entddcrinaogist, as the physician believed that
may have an endocrine problem. The father cancelled the appointment with the endocrinologist
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strongly advised to rechedule The investigator spoke with the schaurse who reported that the school

a meeting with the father and stether. he nurse explained that they had offered their help to the f
and asked the father to sign a release t o nssp
remained concerned. The nurse reported that the father threatened that bengvés ull the fiveyearold
out of school and that tlehild has not been back to school since their meeting. The investigator consult
his supervisor informinghe supervisor that the child was seen by the doctor who had no concerns for

neglect, and that the child was referred to an endocrinologist for further evaluation. The investig
inadequate food was unfounded.

Almost two years later, ththen sixanda-half-yearold child was pronounced deceased when his father br
him to the hospital after finding him unresponsiVee father told hospital staff that the child had been u

moving around in the morning before he left for work.Had left the child and his sevgrarold sibling hom

alone and when returned home, found the shanda-half-yearold unresponsive in their basement bedro
The doctors examining the child found bruising on multiple areas of his body includingltheidg of hi

head, his temple and around his neck. In addition, they found abrasor@sr t he chi | dos

his hands. The nurse contacted the child's primary physician who stated that the child had not bee
over a yeaanda-half, when he was diagnosed with failure to thrive and referred for falloware.The
coroner determined the childbés death was due

were determined to be due to child abuse. During a foramtsiview with the children, one of the older b
stated that the father and stepther would limit the amount of food and water they could have and wit
food for punishment, particularly with the deceased child and the-yeaenld sibling. He furher stated th

the deceased child and his seyearold sibling were taken out of sool about on@nda-half years ago an
wer e fAhome s c¢c h-gearolddiblingwas founeto s enalreurished and was taken to the ho
The policerepoted o0 DCFS t hat the basement wher e t hdeced
was scattered throughout the room and it smelled heavily of urine. There was a lock on the door
outside, so the boys could be locked in. The furnituthérbasement consisted of a bunk bed with just th
bunk having a bare mattres$eélfather and stemother were interviewed by police and admitted to depri
both the deceased child and his seyearold sibling of food. The father and stemtherwere arrested an
the surviving children were placed in foster cdiee parents plead guilty to first degree murder. The fatig
was sentenced to 25 years and the mother 20 years.

OIG RECOMMENDATIONS / This report should be usedin training child protection

DEPARTMENT RESPONSES investigators a1 how to properly and thoroughly investigate an
allegation ofInadequate Food

This case will be used as a case exampleHitd protectioninvestigators. The case is being incorporatedl

training beginning in 2020.
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DEATH AND SERIOUS INJURY INVESTIGATION 15

ALLEGATION A threemonthold infant sustained significant head injuries while both he and his
yearold sister were in the care of their father. A child protection investigatior
pending at the time of the injuries and there was @weaCrder ofProtection against the father, in which
children were protected parties.

INVESTIGATION Three months before the infant was injured, it was reported to the hotline th
children were improperly dressed for the cold weather, and the residenee
broken furnace and no running water. A child protection investigator observed the childttie dome. Th
parents were using jugs of water and space heaters while the residence was undergoing repairs. The‘l

found that although the home énv o n me nt was l acking, it me t
investigation was unfoundeThe investigator spoke with the mother about obtaining assistance through
but the mother declined.

Six days after the first child protection investiga was closed, it was reported to the hotline that theywer
old child was not properly gervised on two occasions and was injured on the second occasion. The
also stated that the father attempted to physically assault the mother witgedaladher. The mother and
children left the home to stay with a family friend, and the motisained an order of protection against
father. Three weeks after the physical assault, the mother attempted to terminate the order of protecti
Judge denied this request. The child protection investigator called the mother after skigthedare moth
attempted to terminate the order of protection, but the investigator did not document if she had m
person visits to ensure that thetimer was not violating the court order.

Eighteen days after the mother requested to termthatorder of protection, emergency medical services
called to the fatherds r esi demorgholduntesponsive.liftbe tifm
of the incident, t he mot her was a.fThefather &atea that het
changed the babyds diaper s, gave Ipénnwhan the tathdr lat
checked on the infd, he noticed that the infant was discolored and having trouble breathing, and th
caled 911. This statement conflicts with a wit
who reported that he ranhtartimg faatbladrydcrapa
reported that he kicked inthe dooranaw t he f ather fAbouncedo the b
The uncle stated he tackled the father to get him out of the way and grabbed thé&liefamicle noted that t
father did not want to call 911 because he had an outstanding waldaoh examination at the hospi
medi cal staff documented bruising on the chil
both old and n& subdural and subarachnoid bleeds, which indicated past and recent abuse. Med
repored that the child was in critical condition.

The mother reported that the day before the i
asshe was unable to pay the rent. The mother admitted that she called the father and went to stay W
violation of the Order of Protdon because she had nowhere else to go. The mother reported that wher
for work that morning, the infantd no injuries.

The tweyearold sibling was taken into protective custody and placed in a traditional foster home. §
extremely dirty,had a foul odor about her body, was treated for lice, and had multiple head sor
scratching. Although medat staff was initially unsure if the threeonth-old would survive, he had made sl
progress. However, he will likely need medical care lierriest of his life. Both children are currently pla
together in a traditional foster home.
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Almost a month aér the threemonthold sustained his significant injuries, the second child prote
investigation was indicated against both parents fmtequate supervision of the twearold. The father wa
also indicated for substantial risk of welfare by neglee to the domestic violence incident.

The father is currently servirtgnyears in prison for aggravated battery of a child under thefaieee. Fo
the third child protection investigation, the father was indicated for causing head injury aed tw s thr

monthold son. Due to the condition of the residence and how dirty the children were, both pare
indicated for environmntal neglect of the children. The mother was also indicated for substantial risk t
by neglect for both dhdren since she left them in the care of the father, despite the active order of prot

OIG RECOMMENDATIONS / 1. The DCFS Office of Legal Services should assist with cIarifyirI
DEPARTMENT RESPONSES policies and practices regarding safety plans and orders
protection. Once developed all staff should be trained
accordingly. Although an order of protection can be considered a mitigang factor in a CERAP, it cannot
be the sole reasoning to close an investigation. Safety plans should be considered as a tool that DCFS
can utilize to better ensure compliance with orders of protection by both the offending and neaffending
parents.

The Department agreeBrompted at least in part by a review and report completed by Chapin H4
Department is working on a number of initiativeésedted at improving practice around child protection
intact family services and improving monunication and collaboration between the Department and
stakeholders. As part of these initiatives, the Department is collaborating with Chapindallvariety of
court stakeholders, including, beesguardiahsadlitermpublie
defenders, and the Administrative Office of lllinois Courts. The Department expects this work to lead td
other thingsmultidisciplinary trainings; new or amended policies, procedures, and practices; and inj
sydems of communicatioriThe Department will consider this recommendation in its ongoing work ir
regard.In the interim there will be training on safetyaphing.

2. Although the involved child protection investigator is no longer in an investigator position, sH
currently works as a calttaker for the State Central Register (SCR). The employee should be-teined
on Procedures 300, Reports of Child Abusand Negkct.

The Department agrees.

3. The supervisor should be rdrained on his duties to supervise child protection investigators and th§
use of safety plans when there is an existing domestic violence order of protection.

The supervisor is no Iger in clild protection. If the supervisor returns to child protection, he will bg
retrained.
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DEATH AND SERIOUS INJURY INVESTIGATION 16

ALLEGATION An elevenyearold child was taken by his mother from a neighboring state
lllinois facility for hospice services. The oeat-state physicians advised the hos
care facility that the eleveyearold was not dying. After conferring, the eoft-state physicians and hosp
facility physicians concluded the parents had obtained unneegldidahtreatmet for both of their childre
ages, eleven and thirteen, that included medications, surgeries and other invasive procedures which cd
irreversible harm.

INVESTIGATION The Department of Children and Family Services has bearean these childre
since 2@0 when the hotline was first contacted about the family. Between 20
2017, there were four unfounded reports of abuse or neglect. Although DCFS first became aware o
Munchausen by Proxy in 2013, the parents wereindicated for abuse anket children were not remov
from their parents until 2018.

The familyds first contact with the Depart me
the oldest child, a thefour-yearold girl, reported that her father sexually peattd her. The father w
investigated and unfounded for sexpahetration and substantial risk of sexual abuse after the child
repeat her outcry in a forensic interview. During this investigation, the father reported that both his
and hs younger child had multiple medical issues.

Three years ler the parents were investigated for substantial risk of physical injury/environment injurio
the younger child, then sixearsold, disclosed to his school social worker that his fatheg r a b b e d
head and shoved it into the wall, cagsthe wall to crack and grabbed his head and slammed it into th
The reporter stated the child said it happened a while ago and they had to repair the wall; the child ha
or injuries. The reporter also stated the child and his older silalingconsidered medically fragile. T
investigator spoke to the mother and father, who both denied any domestic violence. The mother stat
yearold might be referring to an incideatyear earlier when his father punched the wall. The mother fu
stated that the children were receiving services from a home healthcare agency; however, when the i
spoke to the agency, they stated that they did not work with children or inuhty ¢he family was living in|
The eightyearold daughter alsdenied domestic violence. The eigiearold also stated that she had a fee
tube due to celiac disease. The father confirmed the-gégtrbld having celiac disease and added two illag
not previously mentioned in 2010cerebral palsy and gasparesis, a condition that prevents emptying
stomach.

During this investigation, a nurse for an -afitstate physician at a pediatric clinic, expressed concern th
mother might have Mnchhausen Syndrome by Proxy. The nurse reported that the younger child was
the doctor a week earlier for thrusthieh is typically treated with oral medication, but the mother dem
IV medication. The nurse told the investigator that two pligsg; the head of the special needs team
chil drends h o-abpse pegiatriciann wlere also cdncetned nitweher requested unnecess
medical treatment. The school nurse also expressed concern that the parents involved so many pig
seemed to move slowly from one facility to the next. The investigator advised the nurse that the p
needed toall the Illinois hotline if they suspected Munchausen Syndrome by Proxy.

During supervision, the investigator inaccurately reporied:h e s c h ool has no ¢
advised the teacher that the report would be unfounded, but also thatathee nt s & r equ
treatment were being scrutinized, and any report by the physicians would be investigated. The Dep|
investigation was unfounded.
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While the prior investigation was still pending, an employee from another stiatevelfare agency called t
lllinois hotline with allegations of possible medical neglect by the mother to the younger child. Ag

the reporter, a childrenbds hospital reported

for the sixyearold, exaggerating his symptoms, lying to providers, and causing the child to be pr
medications, including opiaggain medication, that were contraindicated and not needed. The reporte
that the child has many ongoing medicallppemns and is diagnosed with Chronic Intestinal Sudo Obstr
and Congenital Posterior Brain Malformation. The older child is atsmndsed with gastric intestinal proble

An outof-state physician reported the mother, who could be difficult, imsisteoxygen and continuous
fluids, which required catheterization, although these interventions were no longer needed. The ad
requested another physician, claiming the ot
c hi |l dr dahsbdal workies rpported no concerns and described the mother as protective. She alsd
ongoing communication problems betwedbe physician and the mother. According to the social worke
sixxyearol d had a new p e dihaspitaliwleoiwasmot eeportingtarey conderind. d r e

The Department referred the case to a Department contracted child abuse spec&lisividhe medice
records and investigative interviews. The physician opined that the mother had not medically ridglecte
yearold and did not have concerns with the-gparo | d 0 s past medi cal pr
De par t me n ttidnsagainsh theenwtherr fgranedical child abuse was unfounded, since they were
to substantiate the allegation.

Almost four years latethe hotline was again contacted wleevisiting nurse from a home health care agsg
reported the children, agéen and twelve, were routinely catheterized in front of each other despite bei
to use the toilet independentlyng walked around naked in front of each other and the nurses. Thg
believed the twelwgearold had repeated urinary tract infiects (UTIs) because her vagina was not pro
cleaned. The mother told the investigator the children had Mitochonds@aid@r. She put the twelyaarold
on fADepo shotsod6 to stop her period. T h e mguite
catheterization. The twelwearold had chronic UTIs because of her medical condition and catheter.

The invesigator spoke with the owner of the home health care agency. The mother told this agency th
were terminally ill and receivingospice. Both had several tubes, including G and J tubes, and central |
administering medications.

A physician reported daily contact with the parents. He reported conditions for the tyeslveld that werg
not reported in 2008, includingskull tumor with resection, ADHD, migraines, tachycardia, sleep apnes
neurological damage to her bowel and bladdee. i.2eded a walker and wheelchair assistance. She alsq
ur ol ogist at a chil dr enbds h o sdjidns far the tenjeareld, ipclugirs &
plaque buildup on the walls of his renal artery, osteoporosis, hydrocephalc®yr fdeficiency (a genet
disorder which prevents blood from clotting), and a history of UTIs due to line infections. He had ams
about the family. I n August 2017, the Depart
inadequae clothing was unfounded.

Almost one year later, the chief operating officer of a hospice called the hotline to report that e
been seeking hospice services for the elgiearold though he was not terminally ill. During a staffi
amongst poviders it became clear the mother was making different statements to different provide
physicians concluded that the elewsrarold was not dying nor eligible for hospice. The child was on twe
six medications including an opiate pain medigatibhe child improved in the hospital without some of
medications.
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During this child protection investigation, the aftstatephysician, who had suspected medical child a
five years earlier, reported her belief that the mother might have baggimg her then siyearold with
morphine to make it seem he required hospitalization or takingttyeako | d 6 s mo r pThd mothe
tried to convince many providers thatthegearo | d needed a third centr
The mother insisted the children could not swallow, but the physician overheardybamid ask his moth
if they could stop folunch after the appointment. The physician recommended that the children be ad
a larger hospital that could &ethem longerm. She also thought a psychologist should be involvd
determine how far the children had been pulled into theihreot 6 s abusi ve scheme

The special education teacher and previous reporter reported ongoing, significant concetndaboutc h
safety. The mother advocated for the children to be removed from school, where they had been succ

Following this investigation, the parents were indicated for substantial risk of physical injury to he

welfare by abuse to bio children. The Department took protective custody of the children and the
hospitalized. The c¢hil dramdnpéescribédamedicatiens wdret missing.e

potassium and blood sugar levels were significantly elevated; blood sagaalized upon admission.

September 2018, a physician reported t he kehoff
oxygen and several medications without issue but were exhibiting signs of opiate withdrawal.

The Department waaware of these children since 2010. Although the Department first became a
possible Munchhausen by Proxy in 2013, the chilgrere not removed from their parents until five years |
Appendix L to Procedure 300 provides guidelines for investigaeports of Factitious Disorder by Pr

(FDP)/Munchausen by Proxy (MBP) syndrome/Medical Child Abuse, noting FDP is a compiegffohild
abuse requiring a carefully coordinated multidisciplinary approach. The Department overlooked m

indicators of MCA and missed the opportunity to utilize such an approach. Appe&lix b :tMesb iscident
of suspected FDP are based d$plen circumstantial evidence. The combination of unique type of evi
gathering and criminal properties of the disordequire a multidisciplinary approach and cooperati
between agencies to avoid error or loss of potential evidence.
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OIG RECOMMENDATIONS / 1. DCFS shaild identify child abuse pediatricians who ar
DEPARTMENT RESPONSES willing to review medical records in cases of suspected Medi
Child Abuse and help develop an investigatio
procedure/protocol and a standalone allegation.

Appendix L, Factitious Disorder by &y (Medical Child Abuse) dictates how to handle these ca¥hs,
specific Child Abuse Physician is identified in AppendixThe Deputy Director of Child Protection
remind the field that Appendix L is to be referred to and followéxk Deputy Diector of Chid Protection i
scheduling quarterly meetings, the first in early 2020 in which the Department will collaborate with th
Abuse Pediatricians on using their medical expertise on Medical Child Abuse cases.

2. Hotline calltakers or child protection investigators and supervisors should immediately refer an
report or investigation with any evidence of Munchhausen Syndrome by Proxy/Medical Child Abuse
a Child Abuse Pediatrician to create a chart of the date, provider, complaint, and mvider comments for
al | the childrenbés medical treat ment s, i nter

This is completed. The Department shall explore the use of a chart with the CAP physicians.

3. When the chart is complete, DCFS should convene a mutlisciplinary team to formulate an
investigation plan. This team should includé aw e nf or c eati@ney, a BoardCeartifiedoChild -
Abuse Pediatrician, hospital legal advisor, child protection investigatorsupervisor/area administrator,
and DCFSLegal.

The Deputy Diretor of Child Protection will collaborate with Child Abuse Pediatrician regardjpmendix L
and their documentation of cases brought to them.

4. Team members should search for discrepancies (e.g., multiple providers who received differ
information fro m parents). They should also review public social media to determinghether parents
may be using their childrenés alleged ill ness

Appendix L dictates how to handle Munchhausen by Proxy (FDP) cases. However, DCFS staff do
accessto social media accounts, so Department staff will not search soeidia on parents they o
investigating.

OIG COMMENT: Staff should have access to social media as it can serve as an investigative tool for g
evidence.

5. DCFS should considedesignating an investigative team and supervisor (perhaps in eackgion) for
investigations with an allegation of MCA to ensure appropriate procedures are followed, to participat
in the multidisciplinary team, and to ensure court involvement to protecthe children when necessary.

Appendix L dictates how to handle Murfausen by Proxy (FDP) cases. The Department does not see
of these cases that would warrant a specialized team in each region.

OIG COMMENT: The Department could have specializedgestigators in each region trained to handle
types of investifions.
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PART II: CHILD DEATH REPORT

Inspector Generaltaff investigate the deaths of children whose families were involved ittitbés child
welfare system withithe precenhg 12 months. Inspector Genestaff receive notificationf the death of
a child from the lllinois State Central Register (8); when the death is reported to SERnspector

Generast af f i nvestigate the Depart rhieorhed fmanyiwhem ) ve me nt
the child was a youth in the ca€DCFS; (2) the family is the subject of an open investigation ercger
case at the time of the childbs deat h; or (3) the

closedwithin the precedindg.2 months.Whenever Inspector Geneliavestigators lear of a child death
meeting theseriteria, the death is irestigated

Notification of ainedtigatorg @sew df eeaordh. Ingpactot Gerzetalénsestigators
review the death reports and information avail abl
investigator then obtains add i on al recor ds autapsylepordsi Regordst rhag bec hi | d 6
requested,impounded,or subpoenaedThen they arereviewed. The majority of casesnvolve an
investigatory review of records, often including social service, medical, palik school records, in

addition to records generated by the Department or its contracted agencies.

When warranted, Inspector Gerldaravestigators conduct a full invessiion, including interviewsA full
investigation may resulh a report to the Director of DCESdividual cases may not rise to a level
necessitating a full investigation, but collectively can indicate systenterpsitor prolems that require
attention. Inspector Generattaff may address systemic issues through a variety of means, including cluster
reports, initiatives, and trainings.

In Fiscal Year 209 Inspector General staiffivestigatedl23 deathsof childrenwho died between July 1,

2018 and Jme 30, 209, meeting criteria for revi ew. A descr
involvement is included in this annual report. During this fiscal yieaestigatory review of recordsas

conducted ireachof the 123 deaths leading tol3 full invegigations Three of those investigations are
pending.Comprehensive summaries of death investigations reported Birtwor in FY B, which may

include deaths that occurred in earlier fiscal years, are includbd investigatioasection of this annual

report.

Eighty-five of the123child deaths reviewely Inspector General staff also underwent a child protection
investigation of the deatkorty-five of the death$37%) were indicated33 (27%) were unfoundednd?7

(6%) remainpending.Twenty-four of the deaths were ruled homicide in manteenty-oneof the deaths
had a manner of undeterminghirty-severof the deaths had a manner of accidtnitty-four of the deaths
had a manner of naturaleven of theleaths had a maanof suicide.

1SCR relies on coroners, hospitals, medical examimet$aav enforcement to notify them of child deaths, even when

deaths are not suspicious for abuse or neglect. Somesdrathnot be reported. As such statistical analysis of child

deaths in lllinois is limited because there is no central repositorynitlaties the total number of children that die in
I'l'l'inois each year. The Cook tiftheDepaytmerteithe deaths ofialkchildienn er 6 s

autopsied at the Medical Examinerés office.
2Occasionally SCR will not receive notioéa child death and Inspector General staff learn of it through other means.
3 The Inspector General wishes to ackw| edge al | the county coroners and th

Office for responding to our requests for autopsy reports.
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SUMMARY

Following is a statisticaummary of the23child deathsnvestigated by Inspector General staff in FY 1

as well as summaries of the individual cases. The first part of the summary presents child deathadby ag
manner ofdeath, case status and manner of death, county and manner of death, and child protection death
investigations by result and manner. The second part presents a summary of deaths classified in five

manners: homicide, suicide, undeterminedjdent, and nanal.* Please ate that the term coroner is used
for both coroners and the Cook County Medical Examiner in the individual summaries.

Key for Case Status at the time of Inspector General investigation:

Youth in Care:

Deceased was a Youth Care.

Unfounded DCP.

Family had an unfoundezhild protectioninvestigation within a/ear of
childds death

Pending DCP.

Family was involved in a pendirahild protectioninvestigationat time
ofchi | dés death

Indicated DCP.

Family had an indicatechild protectioninvestigation within a year o
childds death

Child of Youth in Care:

Deceased was ttahild of a youth in care, but not in care themselve

Open/Closed Intact

c/h
d ¢

Family had an open intact famibervicescaseat i me o f
or within a year of c¢chil dos

Open Placement/Split Custody

Deceased, wd never went home from hospital ahdd sibling(s) in
foster care or childvasin care of parent witkiblingsin foster care.

Return Home:

Deceased or sibling(geturnedhome to parent(s) from foster ca
within a year of childbdés deat!f

Child Welfare Services Referral

A request was made for DCFS to provide services, but no abu
neglect was alleged

Preventive Services/Extended Famjt

Intact family services caseas opened to assist family, but notas are
of an indicated child protection investigation.

Former Youth in Care:

Child was a youth in cangithin a year of his/her death

4 The causs andmanners of death adetermined byrospitalsmedical examiner corones andcoroner§ |
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TABLE 1. CHILD DEATHS BY AGE AND M ANNER OF DEATH

CHILD AGE HowmicIDE SUICIDE UNDETERMINED ACCIDENT NATURAL TOTAL

© At birth 4 4
< 0to3 2 8 10 10 30
E 4106 1 5 4 1 11
= 7to1l 3 3 6
2 12 to 24 3 3 4 3 13
2 5 2 1 8
3 2 3 1 6
4 1 2 3
5 1 3 1 5
6 1 1 2
7 1 1
o 8 1 1 2
< 9 1 2 3
s 10 1 1
s 11 1 1 2
> 12 2 1 2 5
13 1 1 1 3 6
14 2 2
15 2 1 3
16 3 1 1 5
17 2 1 3
18 or older 2 2
24 7 21 37 34 123

TABLE 2. CHILD DEATHS BY CASE STATUS AND M ANNER OF DEATH

REASON FOR OIG INVESTIGATION * HoMICIDE =~ SUICIDE ~ UNDETERMINED =~ ACCIDENT =~ NATURAL | TOTAL
DCP Pending 2 2 4 7 4 19
Unfounded 11 3 9 16 8 47
Indicated 1 1 1 3 9
Youth in Care 2 5 9 22
Former Youth in Care -
Return Home 2
Open Placement/Split Custody 2 4
Open Intact 2 1 3 2 8
Closed Intact 2 5 7
Child of a Youth in Care 1 1 2
Child Welfare Services Referral 1 1 2
Child of a Former Youth in Care 1 1

* When more than one reason existed for the OIG investigation, the death was categorized based on primary reason.
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TABLE 3: CHILD DEATHS BY COUNTY OF RESIDENCE AND M ANNER OF DEATH

O OMICID D DETER D ACCID ATURA OTA

Alton 1

Bond 1

Boone 2

Champaign 1 1 2 2

Clark 1

NIFRPIOINIF|F

Clinton 1 1

Cook 10 3 10 15 11

i
O

DeWitt 1

DuPage 1

Fulton 1

Greene 1

Grundy 1

Jackson

Jefferson

Kankakee

Lake 1 1

LaSalle 1

Logan

RlR[(NRR[RR

Macon 1

Madison 1

Marion 1 1

Marshall 1

McHenry 1 1

McLean 2

Montgomery 1

Ogle 1

Peoria 2 1 1

Randolph 1

Rock Island 1 2 1

Rock, WI 1

Saline 1

Sangamon 3

St. Clair 1 1 1

Stephenson

Tazewell

Vermillion

(SN I TSN [N

Warren

Washington 1

Whiteside 1

Will 2

Williamson 1

Winnebago 1 3 1

(RARGINSIE SN S Y S N P OC) NOV) NN S BN T NS VN N S I OO P O N ) S Y RN TS TS Y S N T T

Woodford 3

TOTAL \ 24 7 21 37 34 123
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TABLE 4: CHILD PROTECTION DEATH INVESTIGATIONS BY RESULT AND M ANNER*

FINAL FINDING \ Homicide \ Suicide Undetermined Accident Natural Total
Indicated 11 1 9 22 2 45
Unfounded 2 10 9 12 33

Pendin 2 1 1 2 1 7
ot G 2 20 E i o5
*Child deaths in which at least one person was indicated or unfounded for death by abuse or death by neglect. Note
that persons indicated for death will stay on the State Central Register for 50 years.

FY 2019 DEATH CLASSIFICATIO N BY MANNER OF DEATH

HOMICIDE
Twentyfour deathswere classified homicide in manner
e esiornen e
Blunt trauma due to child abuse 9
Gunshot wound 11
Cold exposure/environmental neglect 1
Carbon monoxide intoxication

TOTAL 24

ALLEGED PERPETRATOR INFORMATION *

Mother 2
Father 3
Mo t h eRa@mour 2
Fat h eParénwour 1
Relative 4
Unknown/Unsolved 9
Unrelated peer 2
Police Officer 1

*Some deaths have more than one perpetrator

UNDETERMINED
Twentytwo deathswere classifiedindetermined in manner

CAUSE OF DEATH NUMBER
Undetermined 12
Asphyxia 3
Sudden unexplained infant death 2
Complications of prematurity 1
Carbon monoxide toxicity 1
Pending 2
21
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ACCIDENT
Thirty-severndeaths were classified accideint manner.
CAUSE OF DEATH

Asphyxia/Suffocation/Sleep -Related

NUMBER

Blunt trauma injuries

Drug overdose

Drowning

Hanging

Gunshot wound

Carbon monoxide intoxication/Thermal injuries

TOTAL

NATURAL
Thirty-three deaths were clasfied natural in manner
CAUSE OF DEATH

Complications Related to Prematurity

NUMBER

w

Asthma/Respiratory lliness

Pneumonia/Sepsis

Congenital Problem s/Heart Disease

Influenza/Viral lliness

Asphyxia

Complications Related to Cerebral Palsy

Complications Related to Pompe Disease

Complications Related to Muscular Dystrophy

Sudden Infant Death

Undetermined Cause /Pending Autopsy

NN R RP[RP|R|R,|O| M| ©

TOTAL

w
N

SUICIDE
Seven deaths were classified suicide in manner
CAUSE OF DEATH

Hanging

NUMBER
4

Self -inflicted gunshot would

3

7

[e2]

6
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CHILD DEATH BY MANNER FOR FY 2019
(123 TOTAL DEATHS REVIEWED)

m Accident mNatural mHomicide mUndetermined m Suicide

Undetermined Accident
21 (17%) 37 (30%)
17% 30%

Homicide
24 (20%)
19%

Natural
34 (28%)
28%

Child Protection Investigation of Death by Result and Manner
(85 deaths total)

25
22
20
15
Count of 11 12
Child Deaths 10

10 9 9

5

2 2 2 2
1 1 1 1
0 [] = [
Homicide (15) Suicide (2)  Undetermined (20) Accident (33) Natural (15)

Manner of Death

m Indicated m Unfounded = Pending
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Open Placement/ Split Custodymml 4 (3.3%)

Closed Placement/ Return Hom@ll 2 (1.6%)
Child of Youth in Carclll 2 (1.6%)

Reason for OIG Review
(123 deaths reviewed)

Unfounded DCP I 47 (38.2%)
Youth in Care I 22 (17.9%)
Pending DCP I 19 (15.4%)
Indicated DCP I 9 (7.3%)
Open Intact I 8 (6.5%)
Closed Intact nmmmm 7 (5.7%)

Others M 3 (2.4%)

0 10 20 30 40 50
Count of Deaths

In FY 2019, the Office of the Inspector General reviewed 123 child death cases for the prevalence of three
social issues: Domestic Violence (DV), Mental Health (MH), and Substance Abuse (SA). The poésence
DV MH SA was indicated if one of the memberstioé family was affected by these issues. The OIG
acknowledges that these factors are subjective in nature and were determined by individual OIG

i nvest.

gators revi ewi ng sdehthrs. TherGlGdefindd Damnestia iolericaast h e s |

violence between adult caregivers. Mental Health was defined as a professionally diagnosed disorder,
currently or past history, or salisclosure of a mental health history. Substance Abuse was defined as
including a problematic use of drugs or alcohol, bathtr present.

68

CHILD DEATH REPORT

All

Factors Present Accident | Homicide Natural Suicide | Undetermined | Deaths
No factors present 6 8 12 2 8 36
1 factor present 17 2 12 3 7 41
2 factors present 10 6 5 2 3 26
3 factors pesent 4 8 5 0 3 20
Total 37 24 34 7 21 123

Factors Present Indicated #1 Indicated #51 | All Indicated Deaths

No factors present | 4 33.33%| 8 66.67%| 12 100.00%

1 factor present 1 6.67%| 14 93.33%| 15 100.00%

2 factors present 1 9.09%| 10 90.91%| 11 100.00%

3 factors present 1 14.29%| 6 85.71%| 7 100.00%

Total 7 15.56%, 38 84.44%| 45 100.00%




Factors Present Non-Homicides | Homicides All Deaths
No factors present | 28 77.78%| 8 22.22%| 36 100.00%
1 factor present 39 95.12%| 2 4.88%| 41 100.00%
2 factors present 20 76.92%| 6 23.08%| 26 100.00%
3factors present 12 60.00%| 8 40.00%| 20 100.00%
Total 99 80.49%| 24 19.51%| 123 100.00%
0 1 2 3 All
Factors| Factor Factors =]l Deaths
DV MH Dv+ [DV+ MH DV + MH
Manner Alone | Alone SA +SA + SA
Accidcent 6 2 7 8 1 6 3 4 37
Natural 12 2 2 8 0 3 2 5 34
Homicide 8 1 1 0 1 0 5 8 24
Undetermined 8 0 2 5 1 1 1 3 21
Suicide 2 1 1 1 0 0 2 0 7
Total 36 6 13 22 3 10 13 20 123
Factors Present in Child Deaths
(123 deaths reviewed)
45 41
40 36
35
30
Child 25
Deaths 20
15
10
5
0
0 1 2 3
Number of Factors Present in a Family Case
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Factors Present in all Indicated Deaths (#1 and #51)

(45 deaths reviewed)

16 15
14
12
12
10
Child 8 v
Deaths
6
4
2
0
0 1 2 3
Number of Factors Present in a Family Case
Factors Present in Child Deaths:
Homicides and Notlomicides
(123 deaths reviewed)
45
39
40
35
30 28
Child 25 20
Deaths 20
15 12
; - ml
. —
Non-Homicide Homicide

No factors present m 1 factor present m2 factors present ® 3 factors present
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Factors Present in Child Deaths by Manner
(123 deaths reviewed)

20 17
15 12 12
: 10
Chid 5 ¢ 8 8
Deaths 6 6 7
4 5 5
5 2I II 2 3 2 3 3
0
N ] im L] |
Homicide Accident Natural Suicide Undetermined

No factors present m 1 factor present m2 factors present m 3 factors present
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ACCIDENT

Child No.1 DOB: 6/2018 DOD: 7/2018 Accident
Age at death: 1 month old
Cause of death Asphyxia due to celeeping on an adult bedth an adult
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatoryreview ofrecords

Narr ative: Onemonthold infant found unresponsive by her mother who was sleeping in an adu
with the infant. The mother reported that she went to bed with the infant around 1:00 a.m. Sed
the infant around 4:00 a.m., then wrapped her in &btaandheld her close on her left side. Her thr
yearold was lyingin bed with the mother and omeonthold. When the mother awoke around 6:00 a|
the infant was unresponsive. The mother called 911 and startedA@RRtopsy was performed, and
cause of @ath was ruled as asphyxia. The Department opened an investigation for death by negl
infant, by the mother; and for substanti al

three siblings by the mother. The mother agteeah n-home safety plan monitored by her mother
all contact with the children was to be monitored by the maternal grandmother until the result
mot her 6 s ur i neThs safetg @an was temmianateol appriximately three days laten
themot her s urine screen tested negative. | n
Prior History : In October 2017, law enforcement contacted the hotline regarding a domestic

between the mother and father. The mother was angry aittieg Wwho had been keeping in contact w
the mother of one of his other childrdie mother wanted the fatherto leabuth e coul dn

probation. The mother and father went outside with thermwathold infant in a car seandwere
screanng, trying to get the attention of neighbofithe police were called. No arrests were made.
Department opened an investigation for substantial risk of physical injury/environment injuri
neglect to the twanonthold infant by his mother and fadhr. Thedomestic dispute appeared to be
isolated incident. In November 2017, the investigation against the parents was unfounded.

Child No.2 DOB: 6/2018 DOD: 7/2018 Accident
Age at death: 1 month
Cause of death Positional asphyxiation unsagéeeping practices
Reason for Review Pendingchild protection nvesti gati on at the t
Action Taken: Investigatoryreview ofrecords

Narrative: Onemonthold infant found unresponsive by his mother and father aftsteeping with
two adults and two children on an adsized mattress. The parents did not have a working phone {
paramedics and transported the infant to the emergency room, where he was pronounced decj
Department investigated the pareftsthe deathAn auopsy found that the infant died from overl
and/or bedding asphyxia sustained whilesteping on an adu#ize mattress with two adults and t
children. The parents admitted to-gleeping with the infant and found him not breagfhiwith blood
coming from his nose The mrents rushed him to the emergency room where they were ung
resuscitate the infant. There was a pankplay next to the bed and the parents chose not to plag
infant in it, despite having been told tldangers of caleeping and having been provided a paotd

play by the Department. The parents were indicated for death by neglect.

72
ACCIDENT



Prior History : The infant was the youngest of six children born to the parents. In 2009 and 20
mother was indicatefor cuts, welts, ashbruises to a niecén October 2010, the Department receivg
report that the mother and her son tested positive for marijuana when she gave birth. The D¢
initiated and unfounded an investigation for substance misuse achagd an intact e was opene
for supportive servicedn October 2014, the hotline was contacted to report that the mother Ié
newborn in the hospital with no calls or visits. The Department initiated and unfounded an inveg
of abandonmemnIn June 2018, a pBician contacted the hotline to report that the (dec¢asedt was
born six weeks early with no prenatal care and was born at highrhHekinfant was reported to ha
difficulty eating but was going to be medically ready for de&sge The motherwho had been transferrg
to another hospital due to high blood pressure after the infant wadadrnot been back to the hosp
to see her infant son. The hospital was unable to get a hold of the mother after numerous

including sendingthepolc e t o the motherds home. The mo

infant was doing or to check and see if he was ready for disch@ingeDepartment initiated g
investigation for substantial risk of physical injury/eviment injurious by @glect by the parents. TH
investigator observed the infant in the hospital and met with the mother, father and other childrg
home. The investigator observed all the children to be appropriately dressdthcind signs of
maltreatment. The invegtator explained to the parents that the hospital had been trying to conta
and theparents said they did not have a phone. The investigator explained that their son was
come home when the parents could demonstrate &ty anid understandon of his feeding schedul
The investigator asked to see where the infant would .sldepparentsaid they did not have everythii
for him yet including a bed. The investigator told the parents that the infant could not sleegémmis
bed as the othlechildren or the parents. The investigator told the parents that the infant was t
alone, on his back, with no blankets, and that they needed to practice safErsgmpents were adviseg
that they needed to be at the hodpitad participatingr feedings before the baby could be dischat
home. The parents agreed to go to the hospital and learn the feedings. The family wapapkema
play. The parents learned the feedings and the infant was discharged home. Thebc@enagain tt]

dayf ol  owing the infantdéds discharge and t he
observed the infant asleep in packandplay andthe other children were sleeping on the couchg
preventive service case wasoed two days befoteh e i nf ant 6s deat h. |1

was unfounded.

Child No.3 DOB: 9/2016 DOD: 7/2018 Accident
Age at death: 22 months
Cause of death Inhalation of products of combustion due to residential house fire
Reason for Review Child returned home withinayearf chi | dés deat h
Action Taken: Investigatoryreview ofrecords

Narrative: Twentytwo-monthold trapped on the second floor of his residence during a firdoumasl
by a firefighter near window. The toddler was transportedttee hospital where he was later pronoun
deceasedl he mother reported that she had left the home around 9:00 pm, leaving her three chilg
months twentytwo months and threeyeas old) and another child (8en yearsold) in the care of
sixtean-yearold babysitter. The babysitter reported that she was on the first floor of the home wi
sevenyearold told her that the upstairs was on fire. The sepgarold reported that she, the toddler &
threeyea-old were upstairs watchingtvontbedShe | ooked over and s
jumped off the bed, grabbed the thgemrold and ran out; the toddler was still on the bed and woul
go with them. The babysitter sent the seyearold outside with the thregearold and mwborn while
she went upstairs to get the toddler. The babysitter found she was unable to go down the hall on
up the stairs. The fire investigation did not determine the cause ditieeDepartment did natvestigate
the death.
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Prior History : In November 2017, a hospital social worker reported that the tvoergtyearold mother
was severmonths pregnant and currently in the hospital after being assaulted by her boyfher
boyfriendreportedly did notive in the home and is not the fathaf the other two children, but he h
assaulted the mother before. The mother also said that she lives witiother and stefatherand that
they use cocaine. The social worker offered the mother shelter resduitélse mother refused. Tl
social worker believed the mother was overwhelmed and unable to take care of herself or her
without support. The Department investigated the mother for substantial risk of ph
injury/environment injurious to hethaland welfare by neglect. The investior met with the mother at tf
home of the maternal grandmother. The investigator observed that the grandmother appeared td
the influence of substances. The mother stated that she only has her mothepfatitesti® watch he
children when shgoes to work and while she understood that they may not be the best caretak
had no other options. The investigator observed a gsigermattress on the floor of the room where
mother slept with hechildren. The investigator observed the maaé grandmother and maternal s
grandfatherdéds bedroom and observed a pl ate

was observed around the home. The mother still refused to go to a sheleentinded to stay in th
home.The Departmet took protective custody of the children. The mother provided contact inforn
for the paternal grandmother who agreed to take the children. The investigation was indicated ag
mother. In December 20, shortly after the placement case opettelmaternal grandmother andpst
grandfather were evicted from their home. The landlord allowed the mother to take over the |
January 2018, the mother gave birth to her third childimpting another iestigationThis investigation
was unfoundé as the mother had a place to live and had found a friend to provide childcare w
went back to work. The baby remained in her care. In February 2018, the court approved for th¢
to have extended ungervised visits over the weekend. In Mar€ii2, the children were returned hon
In April 2018, the hotline r e-yeadoldlead sustainedaalbucK
fracture of her tibiaThe mother explained that the child had blsfnwith a twentyyearold babysitter
andwas playing outsidevhen she fell offa hoverboard. The Department investigated the babysitte
inadequate supervision. The babysitter reported that she told the children to stay off the housub
she hard a fall when she went to the bathroome Tdabysitter immediately called the moth€he
investigation was unfounded.

Child No.4 DOB: 11/2008 DOD: 7/2018 Accident

Age at death: 9 years
Cause of death Drowning
Reason for Review Closed Intact Family Services casithin a year ofthechid 6 s dea't
Action Taken: Investigatoryreview ofrecords

Narrative: Nine-yearold child pronounced deceased at the hospital after his body was pulled ou
water at a state parkhepar amour of t he deceas-gairoldt adtatefpar
with his severyearold sibling two cousinsages ten and eleveand two friendsages twelve and eleve
The paramour left the children by the river at the pAdhe walkedaway, he saw the ningearold, who
did not know how to swimump into the water. The paramour was in viewing distance of the ch
and had gone up a hill to throw away trabhe paramour gave the children instructions to not get int
watea. The nineyearold jumped into water that was approximateightfed deep; came up for air og

then went back undefhe paramour ran to the river and attempted to grab theyaar®ld, even thouglh
the paramour was unable to swim well. Another perdahepark called 911. Upon EMS arrival,
nine-yearold child was taken out of the watand washonresponsiveHe wadransported to the hospit
where he was pronounced deceased approximately one hour after the inCliEenDepartmen
investigated ad unfounded the paramour for inadequate supervision and deathylbgtn
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Prior History : The motheiof the deceased child has a history with the Department. In November
the mother was investigated and indicatibe allegation is unavailable. April 2013, the mother wa
investigated and unfounded for enviromta neglect. This investigation has since been expurgg
May 2013, the mother was investigated by the Department for inadequate supéoilisicing a hotline
reportthat thefour-yearold (the deceased chiléyas outside his house, near a pond. Théer had leff
the child in a playground by himself while she walked down to a nearby lake to set up fishing ¢
they could fish. While the mother was at the |ake child left the fayground and walked close to t
pond, locate@nequarterto onehalf mile away. Residents near the pond brought the child to their |
and called policeThe mother denied any wrongdoing and stated that she let thgdfarold stay ang
play in the payground she was not gone longndshelooked for the child wheshe realized he w3
gone. The investigation of the mother was indicated. In November 2016, the mother and the mate
were investigated by the Department for inadequate sheltenaindrenental negledbllowing a hotline
reportthat the house theshared with their five childrefages one, six, eightine, and nine)ad windows
that were brokemanda roof that was not structurally soyrahd that the children were seen hanging
of the windows. The investigator went to the home and observdubtise in bad repair and dirtyith

roaches roaming around the kitch&he investigator also observed a bedroom filled with clateta
broken window from a door that led to the outsiflee mother and maternal aunt were indicated
inadequate shelteand environmental neglect and the family was referred for intact family servi
assist in bringing the house to livable conditions. The intact service case remained open untilL8p
after all issues with the home had been addressed and thie$awslre keeping the home adequa
clean.

Child No.5 DOB: 112005 DOD: 8/2018 Accident

Age at death: 12 years
Cause of death Doxepin Toxicity
Reason for Review Unfounded child protection investigation within a year of dsildeath
Action Taken: Investigatoryreview ofrecords

Narrative: Twelve-yearold medically complex boy was found unresponsive in his bedroom Hyittys

threeyearold motherThe mothetinitiated CPR, while his fortywo-yearold stepfather called 91First

respondersirrived on the scene and continued attempts to resuscitate the child while transportin
the hospital, where he was pronouhcgeceased. This child had a medical history significant
Megalencephaly(enlarged brain) that contributed to his seizdisorder and other developmen
disorders, such as ADHD and AutisAm autopsy was completed, which included a sample of bloaa
blood test showed a CYP2D6 Intermediate Metabolizer of Doxepin indicating that the child was
metabolizer of the dru§ he cause of death was determined to be Doxepin toxidityepin is a type o
medicine called a tricyclic antidepressant (T@AJlis prescribed to treat depression and anxiety. DoxX
overdose occurs when someone takes more than the normal or rectedraemount of this medicin
either by accident or on purpose. Toxic level of a TCA can build up in the body if the TCA ang
medicines interact. This interaction can affect how well the body can break down theTh€
Department did not investigatieet death.
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Prior History : The mother was involved in three investigations with the Department; two of then|
been expunged. IBeptember 2011, the mother was investigated for cuts, bruises, welts, abrasi
oral injuries to her fiveyearold son the deceased child). It was reported that the child had a hem
on his forehead the size of a golf bdlhe mother had reportetat the child was bitten by a bubhe
mot her s story appear ed Itveas foriner ieportethat ghis shildevasto
medication for a seizure disorder and that he had seizures in the past and fell and injured him;
investigation was unfounded and later expunged. In January 2017, the mother was investig
substantial risk of physicahjury/environment injurious to health and welfare by neglect. It was rep
t hat t he 4ysadold @éaughter repoirted dive school social worker that her stepfather w
drug dealer and that her mother hands out drugs to people who go tiotireifhe child wanted to liv
with her biological father, as he was her support system. The investigation was unfounded §
expunged. In May 2018, the mother was investigated for cuts, bruises, welts, abrasions and ora
afteritwasrepore t hat whil e the mother was wa tyeanoildrs
child touched her cowashiumd@d naghihled 6 91 pfeee @ ere @
daughter to the emergency room immediately after her daughtertheadiegation. It was also report

that the mother hit her cousinbés chi | wasshakin
her butt at her fouyearo | d. The mot herds cousin admitte
her child,but not with abeltT he i nvesti gat or obser vEhdinuesigat
reviewed the medical records fortheousi nés chi | d. The exam o

normal.No bruises were noted. After interviewing all partieg/as determined that there was no evid
to suggest the victim had bruises on her buttocks and the investigation was unfgaidetithe mothe

Child No.6 DOB: 1/2004 DOD: 8/2018 Accident
Age at death: 14 years
Cause of death Complications 6drowning
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatoryreview ofrecords

Narrative: Fourteenyearold girl, who was autistic and neverbal, was found by her forygearold
father floating face down in a pool at the home where they were staying while on vacation. The t
admitted to a local hospital and eventually flown to a Children's Hospital for fuctrer While
hospitalizedthe teen underwent a brain flow tedtich revealed no movemeandshe was pronouncs
deceased. The Department investigated the father for inadequate supervision and death by ne
father stated that the teen was asleephe couch before he found her floating in the pdbk father]
staed he awoke at approximately 6 a.m. and the teen was no longer on theHmstdted that he wa
yel |l ing t h elenbtieedl thé diding doorevas opened to the outsideh@nflound the teer
floating in the pool. Law enforcement investigated theident; no charges were filed, and {
investigation was closed. All physicians involved with the teen at the hospital and the medical e
reported no findings of abuse or negléktth e t eenb6s teacher s, Cc 0 mnj
physicia, and all other contacts reported no concerns of abuse and/or neglect with the teen and
the father as nurturing, caring, and emotionally supportive. In December 2018, thyatiestgains
the father was unfounded.
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Prior History : The decased teen was the only child born to her parents. Her parents had been
for eightyears and divorced in 2010. In November 2011, a case was opened for neglect afte
protectin investigation in which the mother was indicated for inadequate foder sevewyearold
daughter At the time of this report, the father was living afitstate and was not aware of the situaf
involving his daughter and exife. The father appeared court after the Department opened the casg
was given custodgf thedaughter. In December 2017, a healthcare fadbtytactedhe hotline to repor
that the father was not compliant with his thirtgearo | d d a utlplildcensed &en)(carad
treatment. It was reported that the teen was autistic and nmastlyerbal andshe was psychiatricall
hospitalized fiveor six timesthat year Following her discharges from the hospitaé father chose not {
follow up with after care psychiatryppointmentsthe teerranout of her psychotropic medicatigrehe
spiraledout of contro] andwould endup hospitalized agaiff.he Department investigated the father
medical neglect. The investigator met with the father and the teen at their residdabserved the teg
to be in good condition with no visible imjas. The father informed the investigator that his daughter
severe behavioral issues that required her to take several medications and admitted that his dal
hospitalized sevel timesthatyear.The father stated that he did his best to getlaughter back and for
for all her care and treatment but at times she would become resistant and aggressive, making

for him to transport her. The father signed a reledsaformation so the investigator could follow

wi t h t hedicdl care prdvisler and obtain a copy of her hospital treatment records. The inve
spoke with the teends medical provi der aarliet.
The investigator also spoke with the school social workdrcase manager. Both stated that the fg
was doing his best to manage his daughter at hdime.father attended all team meetings and
cooperative with all suggestions regardingdhia u g h t e Théysvere umaware of any problems
father had ingetting the teen medical care and treatment other than at times the teen could
aggressivemaking it difficult for him to get her to appointments. In February 2018, the investig
against the father was unfounded.

Child No.7 DOB:022004 DOD: 8/2018 Accident
Child No. 8 DOB:04/2005
Child No. 9 DOB:06/2007
Child No. 10 DOB:02/2013
Child No. 11 DOB:05/2018
Ages at death 3 months5years 11 years; 13 years; 14 years
Cause of death Carbon monoxide toxicity and thermal injuries due tadefire
Reason for Review Unfoundedchild protectioninvestigation within a year of the deaths of
children
Action Taken: Full investigation Report to Director 6/20/2019
See Death and Serious Injury Investigation 7

Narrative: Ten children, agethreemonths to sixteeears died as a result of injuries sustained frg
house fire. The four mothers of the ten children left the children home alone at approximately 11
A fire broke out in the home at approximately 4:00.awhile the childen were still home alone. Eig
of the ten children perished in the fire, and two of the children, ages, fourteen and sixteen, die
following days from injuries sustained in the fire. The investigation into the fire showed cdakions
including that the home lacked working smoke detectors, poor housekeeping/obstructed egrd
porch), and dangerous wiring. The fire department investigator concluded that the fire originatg
enclosed rear porch/stairwell, where seweHarred remainsf structural contents were found. T
investigation into the cause of the fire was undetermined and in suspended status until the electrid
and components of the structure wer e aeglacho aff
ten children was indicated against the mother of five of the deceased children who lived at the hon
the fire occurred. The mother has four children who were not in the home the night of the fire: twd
one teen (who lives withn adult sibling)and a thregearold. The threeyearold entered a safety pla
with the paternal grandmother after the fire.
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Prior History: Prior to the fire, the mother of five of the deceased children was involved in child w
service referrals and twenone irvestigations with the Department from 2004 through 2018, one of \
was indicatedThe twentyonechild abuse and neglect reppowhen viewed together, show a pattert
unstable housing, possible inadequate supervision and chronic n@fiect.this &mily was in the mids
of moving during child protection investigations, negating environmental neglect alleg&tiensiother
failed to follow up on service referrals for herself or her children; never accepted intact services; a
to follow up onreferrals for community services and behavior health for herself and children ¢
claims she wouldin May 2019, the mothegave birth. The Department took protective custody of
newborn and her thregearold sister, who was already in the carehaf paternal grandmother.

Child No.12 DOB: 2/2016 DOD: 9/2018 Accident
Age at death: 2 ¥ years
Cause of death Anoxic brain injury associated with drowning
Reason for Review Unfoundedchild protection nvesti gati on wi t &dthn 3
Action Taken: Investigatoryreview ofrecords

Narrative: Two-anda-half-yearold was foundby his paternal grandfather in the backyard, submel
face down imapool. The grandfather took the toddler out of the pool and the paternal grandmeghel
CPR on himEMS arrived on the scenwok over CPRand transported him to the hospifBihe toddler
was in full cardiac arrestpon arrival, buthe medical staff revived him, and his heart began to beat 4
The toddler was diagnosed with braigath due to drowning aweasput on a ventilator; he didive days
later, when taken off life support. The Department investigated the grandparents who reported
had been working outside their house with their grandson. The grandmother was d@f fihe house an
at one point the grandfather was iack and had put the ladder down for the pool; he left to go i
house, as he thought the toddler was being watched by the grandmother in front of the ho
grandfather went back outsidmdthe toddler was not in front by the grandmother. Thedfedher begatr
looking for the toddlerhe was found face down in the podhe Department indicated the grandpard
for death by neglect and inadequate supervision.
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Prior History : The paternal gndparents had a prior history with the Departmdreir first

involvement occurred in October 2008, when the grandfather was investigated; the investigaf
unfounded and expunged. In January 2015, the grandmother was investigatatistantial ris of

physical injury/environment injurious to health amédlfare by negledio her nineyearold daughterand
the grandfather was investigated for substantial risk of physical injury/environment injurious to he
welfare tohis nine-yearold daughte The investigation was unfounddd.March 2018the gandmother
was investigated fosubstantial risk of physical injury/environment injurious to health and welfa
neglectto her eleveryearold daughter and the grandfather was investigated forssamitial risk of]
physical injury/environment injurious tbealth and welfare tdis elevenyearold daughter. Thg
investigation was unfounded and has since been expunged. In May 2018, three months before
of their grandson, the grandparents werethb investigated for substantial risk of physi
injury/environment injurious to health and welfare by neglect to their thitearold-daughter. Thq
investigation was unfounded. After the death of the toddler, the grandparents were investigate
Department five times and each one was unfounded, watimtist recent being April 2018he mother
and father of the deceased toddiare investigated by the Department in May 2016 for substantia
of physical injury/environment injurious to healthdawelfare by neglect to their thregonthold and
oneard-a-half-yearold children following a reporthat there was a domestic violence incident betw
the mother and fatheand the father was arrestdthe mother met with the child protection inveatiy
and stated that she made up the domestic violemodeint and no physical contact had occurred.

investigation was originally indicatedut it was overturned on administrative appeal and thus
unfounded. In August 2016, the parents were ingatdd and indicated for substantial risk of phys|
injury/environment injurious to health and welfare by neglect and inadequate supervision to both
childrenfollowing a reporthat there was a domestic violence incident. The children were platteithe
paternal grandparents under a safety pldne child protection investigator and child welfare specig
who were still servicing the family from thiglay investigationmonitored the safety plan while tf
grandparents pursued legal guardiansimifdctober 2016, the court awarded permanent guardiaok
the two children to the paternal grandparents and the sdfatywas terminated. In March 2018,
probate court terminated the guardianship of the children and the family court awardedgmdy ©f
the children to the mother and father that sdaye since they no longer lived together. The parents

awarded alternating weeks of parenting time with the children. The children continued to live v
paternal grandparents, since the meotand father worked futlme second and third shifts.

Child No.13 DOB: 8/2018 DOD: 9/2018 Accident

Age at death: 1 month
Cause of death Suffocation due to unsafe sleep conditions
Reason for Review Pendingchild protectioninvestigation atthe i me of t he <c¢ hi
Action Taken: Investigatory review of records

Narrative: Onemonthold infant was pronounced deceased at the hospital after her father fou
unresponsive in the adult bed where she wesleeping withhim andher motherThe infant was crying
and would not sleep in her crigpthe parents placed the infantbed with them and propped her face
on pillows between thenThe infant, motherand father fell aslee@hefather awoke approximately &
hour laterand found te infant unresponsive. The maternal uncle contacted 911 while the m
grandmother ttempted CPR until paramedics arrived. The infant was transported to the hospita
she was pronounced deceased. The Department investigated and indicatedrbothaghand father fg
death by neglechasthe parents received education bytheDepartmt  t hr ee days pl
regarding the dangers of-steeping.There was a portable crédmda permanent crib in the home.
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Prior History : The ningéeenyearold mother had an extensive history with the Department as a
and was parof intact family services from 2002 0 0 8 . Five days prthedatling
received aeport that the mother and infant were homeless. The Deparimteated an investigation fd
inadequate shelter. The investigator spoke with therteapavh o pr ovi ded t he
address and phone number. That day, the investigator contacted the maternal grandmother by p
stated that the motharas living with herThe mother confirmed that she and the infant were living
the maternal grandmotheiThe following day the investigator met with the mother at the mate
gr andmot h&edahertstatadehat her paramalso lived in thdhome, since they were tryir
to save money for their own apartment. She further staatdhéhn father, brotheand br ot he
lived in the home. During the visit, the investigator observed the infant sleepingiadkemdplay. The
investigato spoke with the mother about safe sleep. The investigator conducted a home safeitst
as well as a CERARInd the home was marked as s&ige days laterthe hotlinereceived aeporton
thedeath of the infant. The investigation for inadequatdtehwas unfounded, as the mother and in
were living with the maternal grandparents at the time of the report.

Child No.14 DOB: 10/2014 DOD: 10/2018 Accident
Age at death: 3 years
Cause of death Multiple blunt force injuries due to motor vehgatollision with fixed object
Reason for Review Indicatedchild protection nvesti gati on within a
Action Taken: Investigatoryreview ofrecords

Narrative: Threeyearold child was involved in a motor vehicle accident witls hiother and thre
siblings, ages five, seveand nine. The thregearold was ejected from the vehicle and pronoun
deceased at the hospitBhe mother was driving with héur children when she struck a pdtest control
of her truck and the trucklipped on its side. The nirgearold was in his seatbelt in the front sekte
other three childreifages three, fiveand seven) were unrestrained in the back seat. Uppaci, the
threeyearold was ejected out of the window of the rear passengeér Gee sibling in the back se
sustained minor injuries. The mother picked up the theseold and transported him and his siblings
the hospital where he was pronoundedeased from cardiac arrest secondary to motor vehicle acg
The mother aditted to police that she had been drinkigige testedinder the legal limit but was arrest
and charged with being impaired while operating a motor vehidie mother was itially charged
criminally with child endangerment. In April 2019, she was aedkfor murder of the thregearold for
driving under the influence. The Department investigation against the mother was indicated for (
neglect; substantial risk of pical injury/environment injurious to health and welfare by neglect and
bruises welts abrasions and oral injuries by neglect.

Prior History : The mother was investigated in December 2016 for environmental neglec
investigation wasinfounded and has since been expunged. In May 2018, the hotline received a re
thema her 6s two younger children ages four an
rain, while the older children were at school. The police entheskdome but found no adsilThe children
were observed to be barefoot, dirty, and smelbhgirine and fecesThe home was in a deploral
condition, wi t h b refogsmtor maggols sand denes i the tojland garbage an
clutter tiroughout. The police contacted the mothéro stated the father of the children was supptss¢
be watching them while she workélthe Department placed all four children under a safety plan ar
mother was arrested and charged with child endangeriikatmother was indicated for inadequ
supervision and environmental neglect.
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Child No. 15 DOB: 6/2010 DOD: 10/2018 Accident

Child No. 16 DOB: 2/2013
Age at death: 8 years and 5 years
Cause of death Carbon monoxide intoxication due to inhalation of smoke and smoke d
house fire
Reason for Review Pending child protectioninvestigpa on at t he ti me of
Action Taken: Full investigation; Report to Director 3/15/2019
See Deathand Serious Injury Investigation 9

Narrative: Eight and fiveyearold siblings died in a fire at their family home. The mothed one d
the two siblingsage tenwere able to exit the home during the fire. Their other sibkgg eleverand
the father were not at hora¢the time of the fireThe two children and their terearold sibling were in
the upstairs bedroom watching teléors and sleeping when the fire stated. Theyearold went
downstairs to tell his mother he saw flanaesl the floor was hot, but he did not wake his two sibli
The mother went to the bedroom and saw flames in the doorway, but it was too hat tieeerttem. The
children died in the fire. The Department investigated and indicated the parents &muiatedshelte
environmental negleenddeath by neglec.he home had no power and the parents were using exte
cords from t h e supgyipgMerbAre ivestigationnicundie cause ahefire to bethe
use of improper splice connamt in the cordage used to supply electrical power to the room of o
The ignition source forhe fire was the heat generated at high resistano@action within the area ¢
origin, which was able to ignite the mattress that was uhderhildren. Tie parents placed the extens
cord under the mattress the children were sleeping on and had a space heater plugged into it al
lamp and DVDplayer. The parents were also using a gas stove to heat the home. The homd
deplorable condition wh food on the counters and trash throughout the kitchen. The home had
items laying around the home that were hazardous to the children, sticblsy lighters, knives an
medications, all within reach of the childrefhe parentsvere criminallycharged and convicted
endangering the life of a child ahdve both been sentenced to five years. The two surviving siblings
been placed in faosr care.

Prior History : This family hal an extensive history with the Department, prior to the deaths of the
yearold and fiveyearold. The family had been investigated on nine separate occasions, before thg
of the two children. Six of #nnine investigations were unfounded arré¢hwere indicated; one of whi
was indicated after the deaths of the children. The Department investigated the mother on threq
occasions from March 2009 through September 2013. As a result of thigatien in September 201
t h e moduhchildréns agds, six, four and thngarsold; and sevemontls-old were taken int(
protective custody, after the mother was indicated for inadequate supervision and substantig
physical injury/enviroment injurious to health and welfare by teag (this finding was changed
unfounded on appeal two years later). The father was in jail during this investigation. The childr
placed in foster care for over two years. The case file showed thabther complied with her servig
plan, anahe children were returned home in February 2@&térting h April 2016, approximately fivg
weeks after the children were returned to their mother the Department investigated the mother &
on five separ& occasions through November 2017, all bicls were unfounded.

Child No.17 DOB: 7/2018 DOD: 11/2018 Accident
Age at death: 4 months
Cause of death Asphyxia due to wedging
Reason for Review Youth in care
Action Taken: Investigatory review ofecords
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Narrative: Fourmonthold baby was found unresponsive by her th@ightyearold maternal aunt wh
was the babyés relative foster parent . -ofielyear
old great aunt who was caring for thdopahe night beforelT heDepartment initiated an investigation in
the deathThe great aunt reported that she fed the baby at approximately 3:00 a.m. and then pl
baby on her stomach on the twin mattress on the floor. The great aunt later idelthesbabyAt

approximately 9:30 a.m., the maternal aunt/relative foster parent awoke and checked on thad
found hercold and stiff family called 911. When paramedics arrived on the scene rigor mortis had &
setin EMS contacted a doctond the baby was pronousit deceased at approximately 10:19 a.m. Fal
members told police who arrived on the scene that the great aunt is known for taking sleepifigef]
great aunt reported that when the baby would not sleep in the bassinet, shewtddr in bed with lie
She also reported taking a psychotropic medication before bed to help hefble@pzestigation again
the maternal aunt/relative foster parent was unfounded for death by neglect, with the rational€
maternal aunt/rative fostemparent left the baby in the care of the great alimé. maternal great aunt w
indicated for death by neglect with the rationale gfathad taken pills prior to going to bed while t
baby was in her care and admitted to sleeping withabg.b

Prior H istory: The mother of the deceased baby was investigated by the Department thrge sinttasy
in an intact case being opened and eventual placement of her cHitddey 2014t wasreported tha
the mother had picked up her oldestaifiom the gandparents, and while the child was with the mot
the mother fainted from a drug reaction. This investigation was unfounded and eventually expun
mother gave guardianship of the older siblings (ajeghree and one) to varioushatives. InMarch
2015,the hotlinereceived aeport that the mother gave birth to her fourth ¢chiltdo tested positive fg
marijuana and cocain&he hotline caller added that the mother had mental health issues. The Dep
indicated the mother fosubstance rsiuse and an intact case was opened. In July 2015, the 1
successfully completed a residential program and secured housing. Her tharafigkl and eighiyear
old children began spending more time with her. By December 2015, the ratherissed/isits with
her caseworkerlid not participatén outpatient servicesandtestedpositive for alcohol. In Februar
2016, the mother was hospitalized with kidney problems and found out she was pilegianth 2016,
the mother tested positifer cocaineThe mother denied cocaine Usat reported selimedicating with
marijuana because of anxiety, naysead pain. In July 2016, the Department investigated a repon
t he mot her 6s p geaeolhohidrwithhai belt. Tihee Depafemt urdounded h e ma
paramour for substantial risk of physical injury/environment injurious to health and wielf&dents of
violence or intimidation The Departmentunfounded the mother for substantial risk of phys
injury/environment injuriousto health ad welfare by neglect. This investigation was eventu
expunged. In August 2016, the mother gave birth six weeks prematurely to her fifth child. In F
2017, the hotline investigated a report that during an extendedvittsithe eightyearold, themo t h
paramour physically disciplined the eighgarold while watching the children. The mother admit|
|l eaving her children in the paramour 6s <car €
paramourbut would not sig a formal sgety plan. The mother was not in treatmdrad not placed th
six-yearold in therapy had nottakenherto the cardiologist to whicehehad been referredyasusing
physical punishment oher,andhad becoméess cooperative with the casaker. The woker sought
court interventionThe st ateds attorney asked for temp
were placed with maternal aunt and the maternal great aunt moved in toT&ssmsaiternal aunt and th
caseworker supervisedtheo t her 6 s v i s i twhichwacdamie leds boasistgatid tHe chothe
was not in services. In April 2018, the mother repostegl wasour months pregnant and in treatment
July 2018, the miber gave birth to théhow deceasexchild five wedks prematurelyThe baby remaine
in the hospital for two weeks; protective custody was taken on July 17, 2018 and thebplagzed with
the maternal aunt. The parents were indicated for substaskiafrharm by neglect because they had
participded in their service plan, psychiatric services, substance abuse services and visiting
children in care and the mother continued to use substances.
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Child No.18 DOB: 10/2015 DOD: 11/2018 Accident

Age at death: 3 years
Cause of death Thermal burns and smoke inhalation
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatoryreview ofrecords

Narrative: Threeyearold child died during the night in a trailer fire, while Iretcareof histwenty-five-

yearold father. The father escaped the fire with severe burns but was unable to locate theTiod
mot her was not present in the trailer, as
six-monthold sbling for an umelated illnessThe toddler was pronounced deceased on the sceng
state Fire Marshall deemed the cause of the fire as undetermined. The Department investigated t
Subsequent oral reports alleged that the father was undafltlece the night of the fir¢hatthe parents
were often too intoxicated with marijuana to care for the surviving sililiagthere were drug distributio
materials in the homeand that the parents were selling marijuana from the hoiftee investigtor

confirmedthese allegations during an unannounced @it took protective custody of the survivi
sibling and he is currently placed in a traditional foster hdrne father was indicated for death by negl|
after he tested positive for 4prescibed opiates and cannabinoids on the night of the fire, plus he
history of substance use before and after the fire which diminished his capacity to care for the g
sibling. The mother was unfounded for death by neglect, as hospital medardsi@nfirmed she wa
not present during the fire. Both parents were indicated for substantial risk of physical injury/envir
injurious to health and welfare by neglect to the surviving sibling, since the father had three posit
tests after dosequent reports and drug manufacturing equipment was observed in the home, accq
the surviving child. Both parents were unfounded for environmental neglect, since the home
minimal safety standards despite being unclean.

Prior History : Both parents were involved with the Department as children. The mother was th
victim in eight investigations, four indicated and four unfoundduk father was ahild victimin three
unfoundedinvestigations. In 2011, the father, then eighteen yelakswas indicated for cuts, bruisq
welts, abrasions, and oral injuries for injuring his younger sibling during an assault and pj
destruction incident. In July 2017, the mother was investigated for inadequate supervision, afte
reported thaithe deceased child, who was erearsold at the time, was observed sitting alone
unsupervised in the car for a long period of time on a hot day. The investigator conducted
investigation to confir m t h aftsight, despitechér cldints othheavi
The mother was indicated for inadequate supervision and admonished not to leave her child uns
in the car for any amount of time. In December 2017, the mother was investigated for medical
afterthe pimary care physician reportédatthe (deceasedchild, who was twgearsold at the time, ha
stopped attending early intervention services for speech delay. The investigator reviewed t
intervention paperwork with the mother. The paperwork ntitetithe child was receiving services fo
speech delay and cognitive delays. The mother believed that the child no longer needed speec
because he had tubes placed in his ears, but the investigator provided more information about the
delay services. The mother called the early intervention program immediately and resc
appointments. The reporting physician stated that failure to attend the early intervention progra
speech delay did not meet the definition of medical nedlée investigation was unfounded.
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Child No.19 DOB: 8/2018 DOD: 11/2018 Accident
Age at death: 3 months
Cause of death Asphyxia due to prone and fadewn sleeping position on soft bedding
Reason for Review Unfoundedchild protectioninvest gat i on wi t hin a ye
Action Taken: Investigatoryreview ofrecords

Narrative: Threemonthold medically complex infant was found unresponsive by his twientyyear
old mother. The mother was the last persoset® the infant alivetapproximately 4:00 a.nwhen she
fed him.After the mother fed him, she swaddled the infant and then placeahhiis left sidein apack
andplay with afolded blanket under his head before she went back to Jieepnother awke betweer
5:30 a.mand 6:00 a.m.andfound the infantvasnot breathingwith his face in the blanket. The moth
attempted CPR and the father drove the mother and infant to the hospiteé he was pronouncs
deceased. The infahtid beemorn premaire with serious medat/health issuedHe wasdiagnosed with
Cornelia de Lange Syndrome, which is a genetic disorder; intestinal malrptatsoth murmur; he wa
missing three fingers on his right haadd two fingers on his left hand were abnormallyrsAn autopsy
deternined that the infant died from asphyxia due to prone and face down sleeping position
bedding materialAn ot her significant contributing f{
Syndrome with multiple congenital and githh abnormalities. Th®epartment investigated the pare
for death by neglect. The parents denied any wrong doing. The medical professionals adviseg
infant had many medical issues that he was being treated for before his death. Law enfobassel
there were nouspicions of abuse with regards to the infant nor was there any suspicion/evidence

adult using substances; and the parents were not known for either substance usage or domesti
In January 2019, the investigatiora@ust the parents wamfounded.

Prior History : In September 2018, the mother was investigated for medical neglect after a
reported that she only brought her newborn, who was born with significant congenital defects
medical appointment. e mother had missegpointments with the cardiologist, urologist, and

geneticist. The mother was supposed to bring the newbdhe ipreviousveek for a weight check arn
this week for a onenonth chek-up. The reporter trietb callall phonenumbes they hador the moher
and stated that they were either disconnected or went to voicdinaiinvestigator located the fami
who had recently moved. The investigator interviewed the mother and observed the child as w4
two siblings; no injurie were observed on an§the children. The two older children did not suffer fr
any ongoing medical or developmental issues. ilhestigator observed thefant andnoted the infan
was very small and had missing fingers. The mother admitted that sthe dmi s s d mmoentsand
that she did not reschedule because her phone was broken. The mother showed the investigator
showing that the infant was seen by a doctor ten days prior. The paperwork listed upcoming appo
The mother reprted that shevas reeiving WIC andwas breast feeding and bottle feeding, both forn
and breast milkandwasfeeding the infant everiwo to threehours. The mother was advised that

needed to reschedule missed appointments and keep all upconpoigtieyents. The invesgiator
discussed safe sleep and told the mother that a portable crib would be provided; the investigato
the same day with thpackandplay. The mother agreed to reschedule appointments, take ca
insurance issueand find a new primary canghysician.In October 2018, it was noted that the infant

been making all d mc tNorvedmba&p p ®RiOrnt8me netl se.v e n theg
investigation against the mother was unfounded.
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Child No.20 DOB: 7/2018 DOD: 12/2018 Accident

Age at death: 5 months
Cause of death Sudden Unexpected Infant Death withsteeping
Reason for Review Youth in care
Action Taken: Investigatoryreview ofrecords

Narrative : Five-monthold was found cold and unresponsive by his twehigeyearold maternal unclg
while the maternal grandmother was on an overnightTtip.uncle rushed to the emergency robipon
arrival to the emergency rogmigor had already started tot$e, and the baby was pronounced deced
The uncle admitted too-sleeping with the baby. The uncle gave the baby a bottle the prior eveni
the baby went to sleep without any distrédse baby slept until around 6:00 a.awokeandfell back
asle®. The uncle reported that when he awoke at 8:00 am, he notatetth¢hbaby was not moving

breathing. He stated that he immediately drove the baby to the emergency room. The |
grandmother arrived at the hospital approximately 30 minutes aietimhe of death was called. T
Department investigated and unfoed the uncle fosubstantial risksince the uncle was expedient]
seeking medical care and did not test positive for any substances.

Prior History : In February 2017, the mother was éstigated by the Department for substantial ris
physical injuy/environment injurious to health and welfare by neglect to theyeaeold and threeyear

old siblings,following a reportthat there was a narcotics search warrant served on the resilievas
reported that the mother was selling drugs out of theehenmd there was heroin and cocaine found &
residence, along with firearms. The children were taken into protective custody and the childr
placed with the maternal greatint. Theinvestigation against the mother was indicated. In July 20&§
twentyfive-yearold mother gave birth to twins (one of which is the deceased bEtg Ywins were bori
premature and were kept in the hospital until their due date in August. The tweiblugs were alread|
in care of the Department, due to the neotihaving felony drug chargeghe mother and thirtfive-year

old father completed their recommended services and planned for their children to be returndulit
the father was arrestexh federal charges of drug traffickinghe Department initiatedn investigatiorn
for substantial risk of harm by neglect, as the mother was having unsupervised visits with tH
children. The investigator learned that the mother was present durmgianb e r of t h
transactions, which negated her previe st at ement s t hat she did
behavior. In August, the twins were taken into protective custody and placed with the m4
grandmother. In September, thegrats were indicated for substantial risk of physical injury/emarent
injurious to health and welfare by neglect to the twins.

Child No.21 DOB: 1/2017 DOD: 1/2019 Accident

Age at death: 1 year, 11 months
Cause of death Multiple blunt forceinjuries, due to a motor vehicle collision
County: Cook
Reason for Réew: Splitcustod t he mot her 6s ol der <childre
c hi Hedth s
Action Taken: Investigatoryreview ofrecords

Narrative: Oneyearold was thrown from a vehicle that her twenipe-yearold mother was driving
The child was taken to the hospital where she was pronounced dec&hsadother was investigated

the Department for death by negleéthe mother stated that shasvhit from behind, causing her to s
out of contro] and the child was thrown from the veleicThe childhada child car seabutthe mother
did not strap the child in the car seiastead she placed the child in a regular seat with a seat bel
motheradmittedto having two drinks earlier in the dayhe police administered a breathalyaad though
she was determined to be intoxicated, her blood alcohol was under the legahemitother was charge
with driving under the influence and vehl@umanslaughteiThe father and the mother shared custq
At the ti me o fhedhillesidedwith herdashandveaa with the mother for a weeke
visit. The investigation against the mother was indicated.
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Prior History : The mother hean extensive history with the Department, as both a victim in her
and a perpetrator. Ehmother was a youth in care from July 1996 until returning to the ma
grandmot herd6s care in | ate 1999. | mth t@hrerdiestroHldy
The child has lived in the care of his maternal grandmother since Birthmother gave birth again
March 2007 and February 2009. From 2007 through 2017, the Department investigated the moth
times, nine of which were fiomundedandtwo of which were indicated. In April 2010, the mother g
birth while she was irarcerated. The baby was born with KlipgeenaunayWeber Syndrome rare
congenital disorder involving abnormal development of blood vessels, soft tissues, bones
lymphatic systemHe was released to his maternal grandmother after birth. In ARQLSt{ the hotling
received a repothat the medicalhcomplex fou-monthold missed multiple medical appointments.
this time, the mother was no longer incarcerated. An intact case was opened from August 2010 u
2011. In October 2011, the hoitireceived a repomvhenthe mother did not returafter leavingher
children ages twoyears and sixnonthswi t h r el ati ves. The mot her
and placed in foster caemdthe sixmonthold wentinto a traditional foster hoen In October 2015, th
mot her 6s par ent alldren wegehtérminatedo In Jahuhre 2017 htlheenethec dave
and the newbor(deceased child) was exposed to marijuana. The Department investigated the mg
substantial risk of physit injury/environment injurious to health and welfare by negletihé newborn
Due to safety concerns of placing the newborn with the mother, the father was willing to take cu
the newborn and both parents signed papers for the father to haveulstgdy. The Department clos
and unfounded the investigatiolm September 2017, the feyearold was adopted. The two old
children were most recently placed together in a specialized home in29b6.July 2019their goals
are adoption.

Child No. 22 DOB: 10/2018 DOD: 1/2019 Accident
Age at death: 3 months
Cause of death Positional asphyxiation due to unsafe sleeping practices
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Threemonthold was found unresponsive by his paternal grandmother; 911 was callg
the infant wagransported to the hospital where he was pronounced deceased. At the time of the
the paternal gredmother was providing care to her grandchildren, ages-thoe¢hs, termonths, twe
years, thregrears, fiveyears, and eighfearsold. At approxmately 2:40 p.m., the paternal grandmot
placed the infant down for a nap. She placed himon abed where r e wa s a0 offbeddirg|
and blankets. Approximately thirty minutes later, the paternal grandmother went to check on th
and fourd him unresponsive. The Department investigated and indicated the paternal grandmg
death by neglect The grandmother admitted to positioning the blankets as a barrier to lean the
against to keep him from falling off the bed.

Prior History: In January 2018, the paternal grandmother was investigated for substantial risk of |
injury/environment injurious after law enforcement, while responding to an incident during wh
shooter entered the gr an danuana i@ thé Isomeh Atrine fime fofa
incident there were several children in the home, including her gritdréchand other children for who
she provided daycare. The paternal grandmother denied knowing about the gun and drugs fou
home. He adult children and grandchildren lived in the home at the time of the incident. The grand
subsequently kieed her adult son, who was known to have gang affiliation, out of the home and
having any further issues. The investigator observeddtinee to be organized and clean. The mir
reported feeling safe in the home. The grandmother submitted to almqughat was negative for g
substances. In March 2018, the investigation was unfounded.
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Child No.23 DOB: 112018 DOD: 1/2019 Accident

Age at death: 7 weeks
Cause of death Asphyxia due to overlay
Reason for Review Unfoundedchild protection nvesti gati on within 4
Action Taken: Investigatoryreview ofrecords

Narrative: Sevenweekold infant wadound unresponsive by his eightegearold parents. The paren
stated that they placed the infant in bed with them arehvthey woke up the infant was not breath
The Department investigated the parents for death by neglect. The mother statesl ghatishinfant tg
sleep at approximately 10:00 p.m. in his playpen. The infant woke up for a feeding betwesmdd:00
a.m.; after the feeding, she laid him down in bed next toTier father and the orenda-half-yearold
sibling were also in thééed The mother awoke at approximately 7:00 a.m. and saw the infant iay
the bedn his backext tothe fathe. Sheal so noti ced t hat h enddscdversd
he wasnod6t breathing when s he faherand théycontadted @11; i
911 operator talked the mother through CBRJ when police arrived, they took over CHRe infant
was transported to the hospital where he was pronounced deCHas@uvestigation against the motH
and father was unfinded.

Prior History : The mother and the father have a history with the Department as minors. The fat
involved infour investigations as a child victjrof those three were unfounded and one was indica
The mother was a former youth in cdreJune 2003, a case was opened for adoption assistha@ase
was closed in August 201In February2018, the mother &s involved in an investigation as a ch
victim, whenthe Department received a reptivat herfatherwaswheelchair bound and unable to ¢
for his seventeegearold daughter and her smonthold baby.It was reported that the teen was ou
contrd, disrespectfuland that she gdtigh and steals the car. The Department investigated the fath
inadejuate supervision. The investigator spoke with the father who stated he goes to dialysis thi
a weekhas relatives who reside in the homassist him with his daily carandhe can care for the te¢
and the baby. He denied that the teen is sigretful denied that the teen leaves her baby without ma
acareplapand denied the teends use of maththejteermhos
reiterated what her father stated and added that she attends an alternative schaobpidbggias to atten
on a regular basidbutat times she does not have anyone to care for the baby. The investigator o
the baby and notetidt she was clean and appeared to be well cargditbmo visible signs of abuse
neglect. In April 208, the investigation was unfounded.

Child No.24 DOB: 7/2015 DOD: 2/2019 Accident

Age at death: 3 years
Cause of death Thermal injuries andhhalation & products of combustion
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatoryreview ofrecords

Narrative: Threeyearold child died in a house firédis mother and tw«yearold sibling escaped th
fire; the mother was unable to rescue her tyesrold. The mother and twgearold sibling were
sleeping in the living roorandthe threeyearold was sleeping in a bedroom attached to the living rg
The mother woke up to smokie the house and the house on fire. The mother attempted to resd
threeyearold but was unable to get to him because the fire was too strong. The mother andytisart
old sibling jumped out of a window to escape the fitee threeyearold was ponounced deceased at {
scene. The Department investigated the parents for death to theyghredd and sibstantial risk of
physical injury/environment injurious by neglect to the 4yearold; burns by neglect were later add
to the investigation. fie investigation revealed that the furnace had gone out about a week prio
fire. The family was waiting for their tax return to repair it. The parents used space heaters and

temperatures plummeted, they used a kemdeaterThe fire in the family homewas caused by thg
kerosene heater. The parents were unfounded for death by abuse but indicated for death by ne
parents were also indicated for burns by neglect and for substantial risk of physical injiyy@snt
injurious. Theamily was offered intact services but refusamad said they were receiving grief counseli
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Prior History: | n May 2018, |l aw enforcement cont ac
home for a call of an aggressive dog, running at lakgdaw enforcement responded to the call, the
was on the front porch. Attempts to contact the mother were hydde enforcement, but her phone W
disconnected. The officer on the scene observed gdarold (the deceased child) hanging ofithe
top of a secondloor window. The officer attempted to tell the toddler to get down, but he did not |
The moher was finally contactegdhe had been asleep. The mother was asked to secure her dog
get the toddler off the window. The mother wavefitbé officer, saying he does it all the time and {
it's not a big deallhe officer asked her again to dpetr son off the windowndshecomplied The mothej
was issued a ticket for the do §vhenhamothabsought thd)
toddler out for the officer to sebe hadanextremely soiled diaper and feaemning down hisdg. Law
enforcement had been to the home before for the dog chasing people down #wedifoag domestid
incident in 2016. The Department irstigated the mother for inadequate supervisitre mother told thg
investigator that she laid her children dofer their naps and then she and the father of the children
fell asleep. The family agreed to clean the residenceaway all harmful obgcts, purchase a smo
detector and purchase alarms for the windows/do®#en he investigator went back tihe home
approximately a week later, the home was clean and met minimal parenting stafldarelsvas a boar
over the wi ndooomthatpravanted htmdrdnad Haregingdost ofrit. Another window in
room was locked. The window located dovais in the living room that the toddler had jumped ou
now had an air conditioner unit infthe investigator also observed working smokeders in the homd
After this visit, the mother moved out of the residence and was residing with her childrenh e r
residenceT he mat er nal grandmot her stated that t
that is why she moved inith her kids. In June 2018, the investigation was unfounded.

Child No.25 DOB: 1/2019 DOD: 3/2019 Accident

Age at death: 6 weeks
Cause of death Complications of asphyxia due to unsafe sleep
Reason for Review Indicatedchild protectioninvestiga i on wi t hin a year
Action Taken: Investigatory review of records

Narrative: Six-weekold was found unresponsive by her twepa-old mother in bed next to herhé&
mother called 911 and performed CPR until paramedics arrivecamibelance transported the infant
the local hospél where the infant was revivedh®&vas t hen transported t
she was proounced deceased two days laldre Department investigated and unfounded the paren
death by Bglect;the parentsvere indicatedor substantial risk of physical injury/environmenjuirious
to health and welfare by neglect to the deceased for unsafe sleep practices as they reported ¢
co-sleeping An agreed upon safety plan in placetfgolder siblingwas also violatedThe Departmen
was granted temporary custody of flitding and placed her in traditional foster care until July 2019,
she was placed with the maternal great uncle.
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Prior History : In December 201 & nursecontacted the hotlingo report thathe mother had brought h
seveamonthold to the hospitd becaise she would not stop cryingn x-ray completed at the hospit
showed the baby to have a adisplaced right femur fracturand the mother had no explanatidine
Department investigated the mother for bone fracturesiriMastigatorwent to thehospital and spok
with the attending physicianho stated that the mother reported noticing the baby had right leg pa
cryingbut had no explanation. The phyian did a skeletal survey wihi did not show other injuriehe
physician stated thaehspde with an orthopedic physician wipined that such adcture will take a lo
of force; the orthopedic physician consulted did not practice pediatric orthepadic thephysician
referredthdo aby t o a c¢ hTheidvesggatdabserventise ppaby aand met with the nineteq
yearold mother, who reported that when she and the baby amiwe the other daghe changed th
baby and put her in her bassirbefore going to the kitchen to prepare a bottle. While she was

kitchen the babyegan crying, she went to checktwar finding her on the floof-he mother believed th
baby stood up inside the bassinet and then fell. The mother also stateshdlzeitd the paternd
grandmother hatkcentlybeen talking about needing a crib for ttado, because she had begun stan
up in the bassinet. The mother appeared remorseful, agreed to not use the bassinet anymore an
a safety plan. Thaavestgatordeveloped a safety plan for the mother to stay with a cpasahfor the
paternabrandmother to supervise thmother with the babyVhen thenvestigatottried to make numeroJ
contacts with the mother, she was told the nmodinel baby moved out efate.The investigator contacte
other state child welfare agencisd made a reporm their hotline. The investigator also contadaa
enforcementn thestate to which the mother and baby moved to request a welfare check on the |
March 2018theinvestigation against thraother was eventually closed indicated.

Child No.26 DOB: 9/2016 DOD: 3/2019 Accident

Age at death: 2 years
Cause of death Multiple injuries due to motor vehicle crash
Reasondr Review: Child of a former youtlin care
Action Taken: Investigatoryreview ofrecords

Narrative: Two-yearold was thrown from a car driven at high speed by his twengyearold father,
who was fleeing police for a traffic violation. The toddler was unrestrained in the backrseawenty
oneyearold, pregnant mother was the front passenger seat. The father ran a stop sign, collides
another car, hit a tree or pole, and split the car in half. EMS transported the toddler to the hospit
he was pronounced deceas€le police found no car seat at the scene. Thegt@d the father after
disclosedhath e had a weapon under t h eutanatic pisol vitls 29 $ive
rounds and one spent cartridge. The father was charged with aggravatelwsa of a weapon by
felon, reckless homicil and aggravated reckless driving. He had a pending narcotics charge and
on bond. Both parents were investigated for death by neglect. The father was indicated. The mg
unfounded because stvas not driving, did not know the father had a guthe carand pleaded with th
father to stop. The mother was indicated for substantial risk/environment injurious by neglect, as
aware the toddler was not properly restrained in the car.

Prior History: In 1997, thet o d d matherérsd hesiblings were placed in foster cdm less than 4§
year before r et ur nin®dobear 2008; thegatarnal mrandrhother dvas driviagn
the father and his sibling, when she was killed @ar accident. Both children were hospitaliagith skull
fractures and other injurie$he father was in the custody of relatives, until he became a youth i
under a dependency petition in 2013. While a youth in care, he was frequently on wimgowiih his
girl friend©6s fdmultigletimes féredrivim@veithoat a licensetared unlawful posses
of a weapon. He was a youth in care until he aged out of care in November 2018.
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Child No. 27 DOB: 5/2003 DOD: 3/2019 Accident

Age at death: 15 years
Cause of death Combined drug and ethanol toxicity
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Fifteenyearold was found unresponsive in a hotel room bed. Emergency responder
contacted, and she was pronounced deceased at the scene. The teen had been reported by her
runaway; she was on run with another fiftgearold teen. Both gls were goindy different names an
claimed to be nineteeyearsold. While on run, the teens met a twestghtyearold male who got ¢
hotel room for him and the teens; alcohol, drug use (cannabis), and sexual activity were alleg
twenty-eightyearold male wasrrested and charged with providing alcohol to a minor resulting in @
The Department is investigating the twerightyearold male for substance misuse, human traffick
death by neglect, and sexual penetration. The investigatitill pending An autopsy performed foun
the teen to have drugs other than cannabis and alcohol in her system.

Prior History : In July 2004, the Department investigated and unfounded the mother for substan
of physical injury/environment inyious by abuséo her three children ages eleven and fourtr@enth
old twins (one of which is the deceased teen). In October 2008, the Department investigated and u
the mother for inadequate supervision to the twin girls; then age five. Thest@gations havsince beer
expunged. In June 2018, the Department investigated the mother for substantial risk of
injury/environment injurious by abuse to the fiftegarold (deceased teen), after a hospital sg
worker contacted the hotlin€he teen was bught to the ER by EMS after mother contacted them o
concern for the minor. She was admitted for aggressive behaviors and elopement from home. T
disclosed to the social worker that she was running away due to the motherbusing 0 her atome.
The teen stated that her mother hits her in
the face was a month ago. The teen stated that the physical abuse from the mother has left bruis
she feels her ntber is emotionldy abusive. The investigator went to the hospital and interviewed the
who reported that she started running away from home when she wasyeaiseld because she want
her space and her mother never lets her close her dooredme@enied thahe mother jumped on d
attacked her, hit her in the face, and denied that her mother was emotionally abusive. The investi
with the mother in her home. The mother told the investigator that the teen was diagnosed with
disorcer. She confirmg that the minor started running away at the age of twelve and has run
approximately twenty times. She said the teen runs when she gets mad and does not get her
mother reported the teen would be gone for a few days up to dmtha) and thathe police have beg
called when this occurs. The investigator i
by the mother. The teen was discharged home and was referred to a partial hospitalization prd
August 208, the report wa unfounded.
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Child No.28 DOB: 10/2009 DOD: 3/2019 Accident

Age at death: 9 years
Cause of death Thermal injuries
Reason for Review Youth in care
Action Taken: Investigatoryreview ofrecords

Narrative: Nine-yearold youth incare was severely burned in a housefire and transported to the h
where he was pronounced deceased the following day. The youth in care was assistitally on-

verbal and had developmental delays. The youth in care ensitiling were placedith the materna
grandparents. The ninearo |l d had a bedroom in the finisl
home At the time of the fire, the ningearold was in bed asleegndhis father was reportedly also in t
basenent Though the fathewas awakened and got out, he attempted -Enter the basement seve|
times in attempts to rescue the nir@arold. The nineyearold was transported to the hospithad
sustained substantial injuriemd was in critical conditih. The doctors statetthat the injuries weréatal,

but they had to wait twentfipur hours before they could pronounce the fjiearold brain dead. At th
time of the fire, the parents were reported to be using meth. During the investigation ofttierdingag
amethpipedund in the basement. The cause of tAh
finding of this investigation is currently undetermined while they wait for the investigation of the
be completed.

Prior History : In August 2018, the hotlareceived aeportof domestic violence between the parg
andoft he parentsd® meth addiction. Since the
for risk of harm to their children. The parents were referred for intact services lsgddb cooperat
and the case was closed within a few days. Inebapér 2018, the hotlineceived anothereport of

domestic violence and the parentso6 meth ad

the fatherbut was still allowing lm into the home. An altercation occurred and mother called theep
which resulted in the call to the hotline. The police reported that there were at least six domestic
calls in recent months. Because of the continuous domestic violencesrapdrthe drug addiction, tf
Department took protective custody aedentually was given temporary custodyhe children werg
placed with the maternal grandparents. The parents were indicated for risk of harm to both child
youth in care that wasuéistic was a difficult child to handle and would frequently becaggressive
particularly when frustrated. The parents were allowed frequent access to the home of the grand
help with the child. Visitation was as often as the parents wémitit was to be supervised and the pard
were not to spend the nigim the home of the grandparents. The agency suspected that the pare
effectively living at the home of the grandparebist were unable to provie The parents denied thg
were lving there and stated they were only helping because the childffi@gdtdo control.
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Child No.29 DOB: 11/20T7 DOD: 4/2019 Accident
Age at death: 16 months
Cause of death Multiple injuries due to fall from height
Reason for Review Unfoundedchild protection nvesti gati on within &
Action Taken: Investigatory review of records

Narrative: Sixteenmonthold was in the care of his thirgix-yearold mother when he fell from a thif
story window sustained blunt forcegauma to the foreheadnd was pronounced deceased. The mg
reported that she was in the living room with the toddler and had food cooking on th& bowaother
noticed smoke coming from the kitchen, so she picked up theetoddd put him in a @m with his
fifteen-yearold sibling. The mother told the toddler to sit in the room with his brother, who was [
across her bedhe did not realize the teen was asl€dpe mother opened the living room windows
air out the aprtment and went intthe kitchen to rinse off the food that she had bukfter she left the
kitchen, the mother noticed the protective screen was gone from the window. She ran over and
toddler lying on the sidewalk beneath the windde motherrushed downstairs, bad 911, and
performed CPR on the toddler until EMS arrived on the sddmetoddler was transported to the hosg
where he was pronounced deceased.

Prior History : In December 2003, the Department investigated the maternal grandmother for ina
supervision and burns by neglect to the sewemthold sibling, afterreceiving a reporthat the
grandmother was watching the baby, left him alone sleeping on arotie baby fell and became stu
between the bed and radiat®he baby was transportéd the hospital and released with second de
burns. The Department indicated the grandmother for inadequate supervision and unfoun
grandmother for burns by gkect, as it was determined the cause of injury was an accident. In A
2018, the Dpartment investigated the mother for inadequate supervision to the syei@eaid sibling,
after the t e e-father repoded thatihewad f@edingsthemtéwpice a day and that s
reported to him that that she was sleeping in a shippimgic@r.The investigator spoke with the moth
who reported that the teen was at home. The teen confirmed to the investigator that she had prey
away and th@olice returned her home; she denied sleeping in shipping containers. The teen tlegi]
she stayed in her boyfriendds house; his 71
boyf r i efatded sinceshe didbnot want her there. Timtherwentt o t he boyf r i
and find the teerbut the teen haslippedout of the backdoor. The mother filed a missing person rep
and the teen was eventually returned honte teen felt safe at home and denied any other attem
run away. The investigation against the mother was unfounded, amsleecasonable effits to find her
daughter and filed a missing person report.

Child No.30 DOB: 12/2018 DOD: 4/2019 Accident
Age at death: 4 months
Cause of death Asphyxia due to overlying due to-abeeping
Reasondr Review: Youth in care
Action Taken: Invesigatoryreview ofrecords

Narrative: Fourmonthold was found unresponsive while -steeping with his maternal greg
grandmother/foster parent and eremrold sibling. The infant was found underneath his sleeping
yearold sibling by his maternal gaggrandfather/foster parent. The infant was last sdiee betweer]
2:00 a.m. and 3:00 a.m., when the gigraindmother took the infant out of his crib because he was
from teething and put him in bed with her. At approximately 7:00 a.m., the-gyegatfather went t
check on the infant and noticed h&as not in his crib. The gregtandfather looked at the gre
grandmot her 6 s b eydarold sibling o top of the infamtn lde woke up the gre
grandmother and 911 was contacted. The infas transported to the hospital where he was pramol
deceased. The Department investigated and unfounded th@gredparents for death by neglect.
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Prior History: The deceasedbés mother had a hi st omother
gave guardianship to her paternal grandparént2017, the mother, who was sixtgearsold and sever
months pregnant, was investigated and unfounded for substantial risk of physical injury/envir
injurious to health and welfare by neglézther then elevemonthold child. The mother wasferred to
intact family services, for parenting, development screening, individual counseling, and mentg
services; however, her case was closed unsatisfactory in December 2017 due techamphiance with
services. Mot h er 6 muedto lmavedyaaianshiptofder, filedfar guardiamship o
two children, ages three and nineteeonths. In March 2018, the seventgemarold mother was
investigated foisubstantial risk of physal injury/environment injurious by neglecther twochildren,
after the mothegot into a physicadltercationwith arelativeand destroyeche homeThe investigation
revealed that the altercation occurred outside while the children were insidereliis arere made. |
May 2018,the investigationwas uriounded with a referral for communibjased servicesn December
2018, the teen mother was investigated for substance misuse by neglect, after she gave birt
newborn (deceased infant) testeaipive for cocaine. The mother admitted to using witthie last 24
hours and two to three times during her pregnancy. The investigation was indicated; the Departn
protective custody of the newborn and placed him with the-greatiparents, who eged to care for a
three children.

Child No.31 DOB: 2/2003 DOD: 4/2019 Accident
Age at death: 16 years
Cause of death Gunshot wound
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative: Sixteenyearold youth in care was staying inraspite foster home for the weekdmetausd
the foster mother was out of town. The teen and a seveyg¢eenld friend reportedly found a gun a fqg
days prior while handling the gun the youth was shot in the head. It wiallinreported that the tee
was alone when he was shot; however, the sevegtsmold admitted to placinghe gun next to th
youth, so it would appear as though he shot himself. The teen was transported to a local hospital
died three daystar. The Departmemtid not investigaé the death. The seventegaarold friend pleaded
guilty to involuntary manslaughter and obstructing justieawvas sentenced to an indeterminate terr
the Department of Juvenile Justice, not to exceed his twastybirthday with forty-onemonths

probation.
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Prior History : The teen came into the custody of the Department on a dependency petition in Se
2016. The teen was raised by his grandmother from the age efmoimés; however, in May 2016 tf
grardmother died. Following her deattine teenlived with relatives. In September 2016 was in a
detention center and there was concern abouttherel& 6 s super vi si on. Th
and he went to live with another relative. In May 20the teen was placed in a traditional foster h
until he went on run in July 2018. In August 2018, he was arrested and sent to a juvenile datglittof
Over the next six months the teen cycled between substance abuse treh&hente ofarelaive, being
on run and detention. In March 2019, he returned to the traditional foster imowleich hehad beer
placed. He remained with that fostearent until his death. The biological mother of the teen,

deceased, had prior Department involvemeitlh her three younger children due to issues of dom
violence and substance abuse. Two of the children were born subsxposedand the mothedid not
cooperate with intact services. In November 2011, at the start of the sixth investigattamg tihddren
in her care were taken into custaatydplaced with a relative. In March 2013, the mother gave birth
newborn testing positive for dya. The newborn was taken into custody and placed with his sibling
three children have since beeadopted. There was a pending child protection report on the foster g
at the time of the death of the teen. A rayarold foster child in the homreported that the foster moth
beats him with a belt and older foster siblings hit him. The thisyeamrold and sixteetyearold (the
deceased) foster children in the home denied that theyearveld is hit bythem or theirfoster mother
The teengeported that the nirgearold was angry and aggressive kicking people and things, pl
holes in thewall. The foster mother reported that the mjmarold does get out of control at times &
sometimes she has the sixtgaarold help to contain hirmor bring the nine/earold to her after he run
away. The sixteegearold confirmed this. The ningearold told the investigator the same story
reported in the narrative. The investigato

caseworker told the investigator that the ¢

yearold to say this in order to get a different placement. The uncle repeated this to the investig
May 2019, the investigation was unfounded

Child No.32 DOB: 11/2017 DOD: 4/2019 Accident

Age at death: 18 months
Cause of death Hypoxic ichemic encephalopathy due to drowning
Reason for Review Pendingchild protectioninvestigatiorat t he ti me of t h
Action Taken: Investigatory review of records

Narrative: Eighteemmonthold was found unresponsive in the tub by his thivg-yearold mother.
The mother reported that she left the baby anthhégyearold sibling alone in the tub for approximate
one minuteWhen she returned, she found the eight@emth-old underwater, limp and not breathir
The mother grabbed him baf the water and began CPR. EMS arrived on the scene and transpe
baby to the hospital, where he was put on life support and pronounced deceased one week
Department investigated the mother for inadequate supervision and death by. regtewy the
investigation, the mother admitted that she left the bablysisling alonein the tubwhile she folded
laundry in a different roomopnger tharoneminute.ln June 2019, the mother was indicated for deat
neglect and inadequate supervisimithe surviving sibling. The Department opened an intact fa|
services case for the mother and surviving siblings.
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Prior History : The Department investigated and unfoundleel mother five times between August 2(
and June 2017n September 2018, ¢hhotlinewas contactedo report that the thirteeyearold half

sibling was very dirty and appeared to be wearing the same clothes from the weekend, since

stains and dirt marks all over theihe thirteenyearold also tolda social worker thahis family has
maggots in the carpet at home and used baking soda tm dnem. The Department investigated

mother and father for environmental negl@dte mother and father reported that they had been awj3
four-months, caring for the maternakgtgrandparentsWhen they came home, they discovered the
was leaking and the tub drain was clogged, but both had been fixedmother denied any maggothe
mother gave satisfactory responses to the remaining questions. At the end of Septei@péine]
Department unfounded the parerits April 2019, the hotlingecdved a report aboua lost child the
threeyearold sibling), as she was found standing alone on a major road wearing just a diaper and
boots.While thereporterwas waiting br the police to arrive, the mother found the thyearold child

and tre reporter which took approximately thirtyninutes. The Department investigated the mothe
inadequate supervision. The mother reported that the toddler was in the bedroonr tithidesyear

old haltsibling playing video games while she was in the living room and the maternal grandmoit}
in the kitchen. The thirteeyearold left the room to go the bathroom. A little while later, the thirtq
yearold went to the living rom and askedf anyone hd seen the toddler, because she was not i
bedroomThe mother got into the car, drove around the hlaokl found the toddleAfter this incident,
the mother installed alarms on all the fiflstor windows and a safety chaom the front doorin May

2019, the mother was indicated for inadequate supervision.

Child No.33 DOB: 9/2012 DOD: 5/2019 Accident

Age at death: 6 years
Cause of death Craniocerebral blunt trauma
Reason for Review ClosedintactFamily Services caselosed withinayean f t he c¢c hi
Action Taken: Investigatory review of records

Narrative: Six-yearold was riding in a vehicle with his thirtyireeyearold mother, as she was drivi
at a high rate of speederlne dhershescellidédmend an wighra se
truck. Emergency medical services arrived on the scefied the sixyearold on the floor board in th
back seat of the vehicl&@he child was not properly restrained in a booster or child car Ideatvas
transported by air to a childrends hos pihdsgtdl
with significant head injuries and was pronounced deceased nine daySHatBrepartment investigatd
and indicated the mother for death aghect.
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